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PRESIDENT’S MESSAGE

WHAT A YEAR!
Dr. Benita Miller
I can hardly believe I am writing my
last President’s Message. It seems like
yesterday I began this journey with you.
What a year we have had! We are acutely
aware of the challenges that face us and
our profession. At all levels of component
and state leadership we have remained
true to our VDA values of integrity and
compassion, fostering social responsibility,
and embracing diversity. We remain
focused on our VDA Vision of empowering
our dental community through innovation,
diversity, and service.
As he completes his final year, we
celebrate Dr. Terry Dickinson’s visionary
leadership and all that he has helped us
accomplish. He exemplifies what it means
to be a servant leader. He came to Virginia
with a true vision for making an impact and
changing the lives of those around him.
What a blessing he has been for Virginia
and for our entire country!
The first Mission of Mercy began in Wise
after Dr. Dickinson received a call for
help from a health director in the area. I
will never forget seeing several thousand
patients lined up in the early morning fog
waiting to be seen for emergency care. My
life and countless others were irrevocably
changed after that weekend.
Word spread quickly and soon other states
contacted Dr. Dickinson to learn how they
could provide this type of much needed
care. Since 2003 more than half of all
states have provided nearly $175 million in
care to over 260,000 patients.
Like a pebble tossed into a lake, the
ripple effect of these MOM projects
extends far beyond even Dr. Dickinson’s
imagination. He has inspired people to
act and has changed our way of thinking
in so many areas. He has opened doors

and the ears and eyes of
our legislators who now see
what an impact they can have
legislatively to help provide for
those in need. He worked with
our state government to help
develop one of the most highly
respected Medicaid programs
in the country. He has inspired local
dentists to work with their communities and
establish ongoing free dental clinics that
operate daily and have resolved the need
for MOM projects in many areas of our
state. He has changed how a generation
of dental students perceive their role as
caregivers. He has changed the face of the
VDA and how we as dentists think about
our patients and oral healthcare for all
of our communities. He has changed us
all for the better, and his impact extends
throughout the country. He is proof that we
can never underestimate the power of an
individual to effect change. We thank you
Terry for the legacy you leave!
We have a strong and growing community
of members, and for the second year in
a row, our membership has grown! We
have worked hard to increase member
engagement and involvement in areas
of greatest interest to each member.
We are doing our best to be responsive
to our more pressing concerns, such
as insurance challenges. We are in
the process of creating a new learning,
growing leadership program unlike
anything we have done in the past. It will
be directed towards our young dentists
who have been in a practice setting for 3 to
6 years. There will be more information to
follow - so be on the lookout!
It’s always a team effort to achieve our
potential, and I am so grateful for the
incredible team we have - our Executive

Director, our VDA and VDA Foundation
staff, our VDA Services corps, our Board
leadership, our Council, Committee,
and Taskforce/Workgroup chairs, our
Component leadership and staff, and our
grassroots members. I can’t thank you
enough for all the hard work and support
over the year! We have also worked hard
to create continuity in our initiatives and
strategies, and Dr. Sam Galstan is ready
to carry on and continue to strengthen
our association. Under his leadership,
we are prepared to work with our new
Executive Director so that the transition is
as seamless as possible and so that we
can continue to move to the next level. I
especially want to thank Bonnie Anderson
for all her help and for keeping me
organized so that I could serve effectively. I
couldn’t have done it without her thoughtful
and timely guidance.
Are there challenges out there? Yes,
there are great challenges that remain
and unseen challenges that will arise.
Your leadership is prepared to work with
you to overcome those challenges. I was
fortunate enough to attend VCU’s Hooding
Ceremony and was very uplifted by our
graduating dental students. There is so
much great energy there. Let’s welcome
our newest members and embrace their
enthusiasm for their profession! There
is always work to do, vigilance to keep,
opportunities to capture. Thank you so
much for allowing me to serve you this
year. I can’t wait to see you at the Virginia
Meeting! Let’s keep moving forward!
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Practices For Sale
Since 1968

Chesterfield Listing **NEW**
This long-established, 5 treatment room general practice has been a fixture in the community
for over 30 years and annually collects $350K-$400K. The practice has a strong active patient
base with 80% PPO, 10% FFS, and about 10% Medicaid. The office is nicely appointed, all digital,
and uses SoftDent management software. This is an excellent opportunity for a practice merger
or satellite location with the seller willing to help with the transition. Opportunity ID: VA-5371

We are pleased to announce...
Asma Zia, D.M.D.

has acquired the practice of

William B. Ossakow, D.D.S. &
Kevin M. Skinner, D.D.S.

Two Oral Surgery Locations in Northern Virginia
This oral surgery opportunity has 2 northern Virginia locations grossing over $3M in revenues.
Both locations are in professional buildings with exceptional settings and free parking. The
practices are computerized and have 8 surgical rooms (7 are equipped). The seller will stay on
part-time to transfer referrals and goodwill. Opportunity ID: VA-5328

McLean, Virginia

Arthur L. Glick, D.D.S. &
Adam S. Foleck, D.M.D.

Excellent Opportunity in Virginia Beach
This up-to-date office has 7 treatment rooms in 2,546 sq. ft. The office has digital X-ray and pan,
as well as paperless charts, using SoftDent software. This practice is grossing $1.3M with a
mixed patient base and has substantial growth potential. Seller is flexible with their transition
plans. Opportunity ID: VA-5199

have merged their practices
Virginia Beach, Virginia

Kambiz Tavakkoli, D.M.D. &
Kamran Tavakkoli, D.M.D.

Exceptional Practice in Smaller Community
The 4-treatment room office is located on the Northern Neck. The seller owned facility is
approximately 2,400 sq. ft. with digital X-ray and digital pan. The practice revenue is consistently
in the $500K-$600K range and there is strong potential for growth. Opportunity ID: VA-5112

have acquired the practice of

John T. Grubbs, D.D.S.
Alexandria, Virginia

We are pleased to have helped in these transitions.

800.232.3826

Go to our website or call to request information on other available practice opportunities!

Practice Sales & Purchases Over $3.2 Billion

VA Journal 2018 July August Sept.indd 1

www.AFTCO.net
6/1/2018 9:34:15 AM

LIFE / BETTER CONNECTED™

Dental practice
financing
Working together to help you
achieve your goals
• Competitive terms on:
- Practice sales and purchases
- Office improvement and expansion
• Loans up to $5 million1
• Flexible repayment options
• Business debt consolidation2
To learn more, call 800.428.2847 to talk to a practice specialist, or visit bankofamerica.com/practicesolutions
Proudly Endorsed by:

Practice Solutions
Owner-Occupied Commercial Real Estate, 51% owner occupancy required.
2
Bank of America Practice Solutions may prohibit use of an account to pay off or pay down another Bank of America account.
Bank of America is a registered trademark of Bank of America Corporation. Bank of America Practice Solutions is a division of Bank of America, N.A. ©2018 Bank of America Corporation AD-06-17-0449 | ARHWHKD3 09/2018
1
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MESSAGE FROM THE EDITOR

LEFT TO OUR OWN DEVICES
Dr. Richard F. Roadcap
Not long ago, I received a tongue lashing
from the daughter of an older patient.
The daughter said her mother’s weight
loss was due to a delay (on our part) in
scheduling dental treatment. She went
on to say that her mother was instructed
to avoid many foods pending completion
of our dental procedures. The patient
had presented with a broken tooth, which
was temporized prior to impressions for a
final prosthesis. We essentially placed no
restrictions on the patient’s diet.
I could make several observations about
this scenario. First, I believe the daughter
felt she was acting in her mother’s best
interest, and was advocating on behalf
of a patient we might call the “vulnerable
elderly”. Second, there may be some
cognitive impairment which leads to poor
communication among all parties. Finally,
there are a number of ethical dilemmas
which present themselves in this situation,
and they defy simple solutions.
Most members of organized dentistry
are familiar with the ADA’s Principles of
Ethics and Code of Professional Conduct.
The five principles of Ethics include:
Beneficience; Non-maleficience; Veracity;
Patient Autonomy; Justice. All members of
organized dentistry have agreed to honor
these principles, a distinction that sets
us apart from those who haven’t joined.
It’s hoped that the five principles can be
applied to every doctor-patient interaction.
But much like the US Constitution, it’s
subject to interpretation and changing
values and customs.
Our population is rapidly aging. According
to the US Census Bureau, by 2030, over
20 percent of the population will be over
65 years of age. Between 2012 and 2050,
the US population over 65 will nearly

double, from 43 million to 87 million.1 And,
between 2020 and 2050, the percentage
of Americans over 85 will more than
double. Except for some specialty
practices (pediatrics, orthodontics) most
dental practices will see an increasing
number of older patients. This will affect
nearly aspect of dental care delivery, from
procedures, to medical precautions, to
financing.
Concomitant with the increasing number
of elderly is the rising number of cases of
Alzheimer’s Disease and dementia. This
is due, in large part, to the expansion
in this cohort of the population. There
is some evidence that the age-specific
risk of Alzheimer’s and dementia may
be declining, due to a reduction in some
known risk factors.2 Whether or not the
incidence is increasing, many more of our
patients will be diagnosed with, and treated
for, these debilitating illnesses. Patient
communication may become much more
difficult and time-consuming for a growing
part of our practices.
The Principles of Ethics are
straightforward: do good; do no harm;
be fair; be truthful; respect the patient’s
wishes. But honoring patient autonomy
becomes difficult when a patient has, or
may be soon diagnosed with, an illness
that blurs their comprehension and
understanding. We’re not prepared, or
qualified, to diagnose these maladies; yet,
we must deal with the consequences in our
diagnosis, treatment planning, deliver of
dental care, and postoperative care. How
1
https://www.census.gov/library/
publications/2014/demo/p25-1140.html
2
Langa KM. Is the risk of
Alzheimer’s Disease and dementia
declining? Alzh Res Ther. 2015; 7(1):34

do we provide for patient autonomy when
we’re not sure if the patient is competent to
make decisions in their best interest?
It falls upon the dental provider to decide
if the patient is competent, or to use the
legal term, has the capacity to make
decisions. “Dentists will assess whether
or not a patient is competent to give
informed consent to treatment.”3 A lack
of understanding of the ethical issues and
the complex medical concerns that may
accompany these situations may cause
many dentists to shrink from providing
care for this population of patients. A
study of British Columbia dentists found
that in 2008, dentists were less likely to
provide dental for patients in long-term
care facilities than they were in 1985, and
the percentage of dentists with advanced
education in geriatrics had declined by one
half. 4
“Respect for autonomy is the basis of
the doctrine of informed consent.”5 We
all seek to obtain informed consent from
our patients before proceeding with
treatment. But obtaining consent from
individuals suffering cognitive decline
lacks guidelines, and the burden falls
upon the practitioner in obtaining such
consent. Often a third party, perhaps a
relative or trusted adviser, is called upon
to mediate. There is very little information
in the literature about informed consent
3
Story RD. Medico-legal aspects
of dental treatment of the ageing and aged
patient. Austral Dent J. 2015; 60 (S1)
4
Chowdhry N, Aleksejuniene J,
Wyatt C, Bryant R. Dentists’ perceptions of
providing care in long-term care facilities. J
Can Dent Assoc. 2011; 77:b21
5
Story RD
> EDITOR'S MESSAGE CONTINUED ON PAGE 8
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TRUSTEE'S CORNER

ADA AT WORK

Dr. Kirk Norbo, ADA 16th District Trustee
The April board meeting was very
productive and inspired some great
discussion on each of the four days.
Dental therapists and the future of
Medicare dental benefits continue to
receive quite a bit of attention in the board
room. Among other work completed
was the selection of the next class of
the Diversity Institute (those names are
confidential until the selected members are
formally notified).
As part of our work on the ADA master
brand and development of a new ADA
vision statement, we considered a
presentation from Stephanie Moritz and
an outside consultant. We have previously
approved our master brand strategy which
pulls in both the profession and the public:
“The ADA powers the profession of
dentistry to advance the overall health
of the public.” The master brand will be
the foundation for communications going
forward. Based on this master brand
strategy, we also developed a vision
statement. A vision statement represents
our statement of a desired end-state. It is
a brief sentence describing a future state.
The vision statement is both internal and
external facing. It is intended to inspire
and provide direction to our members
and our staff. This work began at our
December retreat. Results from that retreat
were shared with our staff and others
and brought back to us. At this meeting,
we approved our new vision statement:
“Empowering dental professionals to
achieve optimal health for all.”
We all recognize the importance of “filling
the pipeline” of our membership. That
means we need to learn to better engage
dental students and dental residents while
they are still in their training programs.
At this meeting, we reviewed our dental
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school strategy through a presentation
by Ms. April Kates-Ellison. The dental
schools are constants in our work and
we need to focus efforts on the schools
so that we reach both current and future
students. A primary goal is to facilitate and
encourage the conversion from student
membership to general membership.
We do this by providing resources to the
schools, in partnership with our state and
local societies. Our approach will evolve as
we learn more about what works and what
does not.
Another key aspect of “filling the pipeline”
is focusing on new dentists. We were
again joined by the chair of our New
Dentist Committee, Dr. Thakkar, who both
shared with us the work of the committee
and participated in our entire meeting. In
addition to having a voice at the Board
table, New Dentist members now are
full members of each of our counsels,
including having the right to vote.
Nominating members for our Council
on Scientific Affairs is a key Board
responsibility. In recent years, we have
established better mechanisms to gain
input from the council itself. At this
meeting, we selected four nominees
whose names (Drs. Raymond A. Dionne,
Kevin B. Frazier, Carlos GonzalezCabezas, Ana Karina Mascarenhas) will be
submitted to the House of Delegates.
These nominees were notified of their
selection before the board meeting
adjourned.
At this meeting, we approved the Joint
Taskforce on Assessment on Readiness
to Practice "Call to Action" on modernizing
the current dental licensure process, and
endorsed the formation of the "Coalition on
Licensure Reform," with the ADA as one of

the founding members. The Call to Action
is a comprehensive white paper outlining
the needed reforms to the process of
obtaining a dental license, both for initial
licensure and licensure by credentials. It
outlines the key concerns of ADA members
regarding dental license portability and
the use of patients in the single-encounter
clinical examination format. The paper
also outlines strategies in approaching
state dental boards and state legislatures
that will be utilized by the newly formed
Coalition for Licensure Reform. The
founding members of the coalition at
this point are the ADA and ADEA. Other
interested dental and dentally-related
associations and organizations, along with
patient advocacy groups, will be invited to
join the coalition and endorse the Call to
Action.
We continued our important work on the
business model project. Both the project
governance team and the management
team have spent countless hours
developing the new business model project
and we thank them for their hard work.
Ultimately, this project is designed support
and preserve independent dentistry. After
much research, testing and rounds of
adjustments, we are now ready to launch
the business model as a pilot. We will do
so by the end of this year. This will allow us
to test our assumptions and approaches
and make additional adjustments as
needed to deliver true value and financial
stability for the Association.
The pilot involves creating a platform that
will include:
•

•

a “match” module, allowing
dentists in different career phases
to come together;
an educational module which

•

•

includes business training and
coaching as well as clinical
education;
a relationship management
module which includes an “ADA
mentor” to help manage the
matched relationships toward
mutual goals for the participants;
a transition module where the
ADA will assume many of the
functions that are now performed
by a broker facilitating the sale of
an existing practice.

In addition, during its pilot phase, the new
subsidiary will acquire, hold for two years,
and then sell (no more than two) practices.
This will allow us to learn quickly what is
possible for the ADA to provide to solo
and small group practices in coaching and
administrative services. The practices
acquired will likely be in rural areas
or small towns where current dentists
sometimes struggle to find buyers.
Through the pilot, we will also learn how
best to accomplish all of this in conjunction
with our state and local societies. It is
essential to remember that the purpose
of a pilot is to learn and adjust and that
is exactly what we will do. The ADA is a
strong, successful organization and that
is exactly the condition from which an
organization like ours should launch a
major new project. We look forward to the
launch of this pilot project and what we will
learn from it. In the meantime, we have
posted new talking points on the project to
help you communicate about this important
work.
Mike Graham reported on legislative
developments in Washington, DC and
in the states. Lobby Day was a great
success. Nearly 1,100 dentists and
students participated. Leading with the
opioid issue on the Lobby Day agenda
helped us get out ahead of the issue and
positioned us well as Congress continues
to move forward on this issue. Work
continues on lining up a Senate sponsor
for McCarran-Ferguson and Action for
Dental Health.
In Massachusetts and Arizona, the
legislators are moving forward with bills
addressing the dental therapist issue. It

appears that both bills will be narrowly
focused and the two state societies, aided
by SPA support and funding, have worked
hard on these bills. The final outcomes
should reflect this. In Oregon, a therapist
pilot program on Indian lands has been
ongoing. Numerous problems with the
pilot program have been publicly reported
so far -- some of which seem to affect
patient safety. Hearings are being held on
the report and it is not yet known how this
matter will develop. A copy of the report will
be posted for the Board’s attention.
Due diligence continues on the possible
purchase of property on the Senate side
of Capitol Hill. We are awaiting reports
on studies of the property. It is possible
that the time period for due diligence
may be extended, if necessary. If due
diligence and negotiations proceed well, a
conference call for a final Board decision
will be scheduled.
Dr. Kathleen O’Loughlin, ADA Executive
Director, demonstrated for us a new,
interactive Quarterly Management Report.
This will allow the Board to more easily
exercise its responsibility to oversee the
major operations of the Association. The
new format will more clearly present basic
data and allow us to drill down for more
detail as we need it.
At our meeting we adopted an additional
core value on diversity and inclusion.
The concept of this new core value was
generated by staff, who recognized the
importance of diversity as a guide to all
our work. The addition of this core value
mirrors our efforts as a Board to advance
diversity and inclusion in our work over
the last several years. We embrace
both diversity and inclusion. Diversity
means that we include people from all
backgrounds in our work. Inclusion means
that these people have an actual impact,
which is welcomed by us all.
The dentists who work for DSOs are our
members, or could be. One DSO, the
employees of which are all ADA members,
has asked us to develop a mechanism so
that it can make a single dues payment
to the ADA for all of its employees, rather
than doing this separately for each
employee dentist in the various states in

which it operates. The idea is to develop a
mechanism through which the ADA would
collect the dues and then pass along to
the state and local societies their share of
the dues, in contrast to the regular pattern
of the state societies collecting these
dues payments. To be clear, the premise
here would be to make the state and local
societies whole, so there would be no
financial impact on them. At our meeting,
we approved a limited pilot project to test
this idea out, as is permitted for the Board
to do under House policy. We have asked
the Council on Membership to assess the
pilot project after one year.
An effective board must work together
effectively. As part of our meeting, we
engaged in a half-day session to help us
have crucial conversations, be accountable
to one another and create an effective
team. This is the sort of foundational work
which is important to future success.
June Updates
For the past sixty years, specialty
recognition was managed by the ADA’s
Council on Dental Education and Licensure
(CDEL) and specialties were approved by
the House of Delegates. However, over the
past few years, the landscape of specialty
recognition and advertising specialty
status has changed significantly at the
state dental board level, culminating in the
formation of a rival specialty recognition
organization, the American Board of
Dental Specialties (ABDS). The upshot is
that the ADA is no longer the sole arbiter
of what constitutes a dental specialty.
Furthermore, there was the perception
that the ADA decision-making process for
specialty recognition was biased and was
perceived as a conflict of interest. To that
end, at the last ADA Meeting in Atlanta,
the House of Delegates decided that the
establishment of a commission structure
for recognition of dental specialties would
address many of these bias and conflict
of interest issues. The new National
Commission on Recognition of Dental
Specialties and Certifying Boards held
its inaugural meeting on May 9-10th at
the ADA headquarters. The National
Commission will now manage the entire
process of specialty and certifying board
recognition; however, the ADA House
of Delegates will continue to maintain
> TRUSTEE'S CORNER CONTINUED ON PAGE 8

7

< EDITOR'S MESSAGE CONTINUED FROM PAGE 5

for geriatric patients. Thus, we are left to
our own devices when seeking to provide
care to patients who may be experiencing
cognitive decline. There has been much
written in the lay press about elder abuse,
and no ethical dentist would want to be
suspected of causing such harm. Yet,
without guidelines, such situations could
arise even with the best of intentions.
6

In the first half of the twentieth century,
doctor-patient relationships were often
paternalistic (“doctor knows best”). After
1950, continuing until today, new attitudes
about patient consent developed. Yet,
sometimes, we lapse into relationships
that mirror bygone years. Consider the
following two cases: 1) a patient in her late
eighties asks to have crowns placed on
her upper anterior teeth. She says, “I’ve
always wanted my teeth to look nice.” Her
teeth are badly discolored, but she is in no
6
Mukherjee A, et. al. Informed
consent in dental care and research for
the older adult population. JADA. 2017;
148(4):211-220

< TRUSTEE'S CORNER CONTINUED FROM PAGE 7

the “gold standard” ADA “Requirements
for Dental Specialty Recognition.” The
Board of Commissioners includes nine
general dentists appointed by the ADA;
one specialist appointed by each of the
nine currently-recognized specialties (for
a total of nine specialists) and one public
member. At its meeting, the National
Commission adopted all the Rules, policies
and procedures needed to conduct the
recognition program. In addition, the
definitions of each of the current dental
specialties, along with the recognition
status for each of the nine recognized
specialties and certifying boards, was
adopted. The National Commission is
currently soliciting nominations for the
public member position and for consultants
to the Review Committee on Specialty
Recognition and the Review Committee
on Certifying Boards. A communication
strategy will be developed to inform the
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danger of losing them. Porcelain crowns
are placed and the patient is very happy
with the outcome. 2) A 90 year-old patient
does not want to wear a single-tooth
upper partial denture, and seeks to have
an implant placed instead. With her son
present, risks and rewards of implants are
discussed. Literature on dental implants
is given and the patient is referred to a
board-certified specialist. An implant is
placed and soon afterwards, fails. She
returns to wearing a “treatment” partial
denture. In both cases, regardless of the
outcome, would the patient have been
better served if I had tried to discourage
them from proceeding with treatment?
The principles of ethics have served
the profession well. But we may not
be prepared to address the challenges
presented by a rapidly expanding geriatric
population. Did I deserve to be upbraided
by my patient’s daughter? I hope the
outburst was the result of genuine concern,
and not from malice. In the years ahead,
dentists may find themselves accused
of elder abuse, when their intent was to
avoid such a predicament. Let’s hope both
research and guidance are forthcoming.

state dental boards, currently recognized
dental specialty organizations, and other
communities of interest in regards to
the inaugural meeting of the National
Commission, including its roles and
responsibilities. Finally, the National
Commission acknowledged receipt of the
application submitted by the American
Society of Dentist Anesthesiologists
(ASDA) for specialty recognition, but
postponed action on the application until
the Review Committee on Specialty
Recognition reviews the procedures and
processes for recognition. In conclusion,
I believe the House of Delegates made
a wise decision in establishing this new
commission, as the ADA’s rigorous
requirements for specialty recognition will
be maintained, and the decision-making
process is taken out of the political arena.

CORRECTIONS:

Virginia Dental Journal Volume 95
Number 2 (April-June)
Page 35
The article "What You Need to
Know: From the March 2018
Virginia Board of Dentistry
Meeting" has two corrections.
1. The Journal incorrectly omitted Dr.
David Black as coauthor of this article.
2. The article states "From now on
the month for renewal of a dentist or
hygienist license will be the month
of birth." However, this was only
the 'notice' of the regulatory change.
The item will have to go through the
normal channels on this process
(NOIRA, etc.) and this could take up
to two years before finalized.
The Virginia Dental Journal
apologizes for these errors and hopes
this notice clears up any confusion.

LETTER TO THE EDITOR

WORKPLACE BULLIES

PHYSICAL AND PSYCHOLOGICAL VIOLENCE

Dr. Henry Botuck

Physical and/or psychological violence are
characteristics of bullying. Unfortunately,
there are a lot of bullies in this world, and
one even may be in your office. So, what
constitutes bullying? Everyone can easily
recognize screaming, pounding the table,
blocking a pathway, pushing someone,
or throwing instruments as bullying. But,
bullying need not be something overtly
physical. It can take the form of purposely
not speaking to a coworker or employee,
humiliating someone in public, sneering
or eye rolling when a person is speaking,
lying about someone’s actions, malicious
gossip, discrediting what a coworker or
employee has done, setting up someone
to fail, messing with someone’s personal
belongings. Unfortunately, there are
myriads of ways that someone can be
bullied.
Disagreements that are civil and express
differences of opinion do not constitute
bullying. In other words, an argument is
not, in and of itself, bullying. It is how the
argument progresses, whether, and how
the argument is sustained over time, and
the consequences that stem from the
argument. That may become bullying.
A one time nasty remark is not bullying.
The nasty remarks must be frequent
and sustained. Neither is a supervisor’s
criticism of a staffer’s work—as long as it is
constructive. After all, constructive criticism
is the proper role of a supervisor. Notice
that I said criticism of a staffer’s work, and
not ad hominem attacks, (“Are you stupid?
I’ve told you before that...”).
As far as your dental office is concerned, if
you do it, see it, or hear about it, you had
better do something to stop it. If morale is
low and there is constant staff turnover,
you had better look in the mirror first and
assess your own conduct. If you do it at

the office, you probably do it at home. If
necessary, get counseling.
Then observe the conduct of your staff.
How do they treat each other? Is one of
your employees a bully and making it
uncomfortable for the rest of the staff? Is
he/she always at the center of a problem?
Is it the basic personality of the staffer,
or are two people just not getting along?
In either case, investigate... and deal
with it. Don’t let it fester. It will affect the
productivity of the office.
What about the patient who is the bully?
Have you done anything about the patient
who constantly is nasty to your staff, or the
one who sexually harasses them? Have
you ignored it, or have you intervened?
Does the staff know that they have your
support? It may be awkward, but you
might be able to get the patient to stop
the obnoxious behavior before having to
dismiss him/her from your practice. (The
ADA website has information on how to
dismiss a patient from your practice.)
If you have ever been bullied, you know
how upsetting it can be, with sleepless
nights, depression, being unable to
concentrate, etc. Doing that to someone is

cruel, and that cruelty has sometimes led
to terrible events. When doing research for
this article I noted that the topic of bullying
frequently was paired with the topic of
violence in the workplace. Don’t you be an
offender, and don’t allow it to go on in your
office.
Large corporations and government
entities have processes and resources
for dealing with bullying and harassment.
But, as a small business person, you are
pretty much on your own. After a thorough
investigation, can you resolve the issue by
counseling those involved or will you need
to fire an employee? Before firing anyone,
you had better contact someone who is
familiar with labor law to get some advice
on how to go about it so that you don’t
end up being sued. The ADA has some
guidance on terminating an employee, (go
to the website). If you need to do it, make
sure that you do it right.
In all of our interactions with people,
our goal should be to treat everyone
with simple, basic decency. If that is the
atmosphere in your office, you and your
staff will be healthier and happier people
when you go home each evening.
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LETTER TO THE EDITOR

LIFE-SAVING CLUES IN DENTAL
PRACTICE

Dr. Marvin E. Pizer*

Panoramic radiology is frequently being
utilized as initial modality when searching
for symptomatic explanations when
not visualized with intra-oral radiology.
These panoramic films frequently reveal
pathology not related to the oral and
maxillofacial field but instead the general
vascular status of the patient. I am
referring to the atherosclerotic plaque
seen at the bifurcation of the internal and
external carotid arteries. It has been
reported that these plaques serve as the
source for the majority of cerebral vascular
accidents (strokes).
Referral of these patients to a competent
internist and additional referrals to
neurosurgeons or cardiologists may result
in preventive therapy or, at least, delaying
vascular accidents. This dentist may have
saved the patient’s life, or prolonged it.
Dentists save lives!
Doctor, do not pull up your facemask just
as the patient is being seated in the dental
chair. A significant part of your patient’s
examination is the odor from their breath.
The majority of halitosis emanates from
intra-oral pathology and frequently from
foods, such as onions, garlic, smoking and
drugs.
When the oral and maxillofacial tissues
are free of disease, then it is time to look
elsewhere. Gangrenous diseases of the
broncho-pulmonary tree and respiratory
passages may produce a fetid halitosis.
The same is true of upper digestive
diseases especially when there is vomiting
and belching.
The odor of urine in the breath implies
renal failure. A strong fishy odor is
identified with liver failure, and a fruit-like
odor with diabetes. You, doctor, could

10

save your patient from a life-threatening
disease, but not pulling up facemask so
quickly. Dentists save lives!
A thirty-seven year-old male in good
health fell on the cover of an old trash can
while cutting wood in his backyard. He
sustained a three cm skin laceration on
the heel of the right foot. Fortunately his
neighbor, a primary care physician, was
home. This physician cleaned the dirty
laceration and sutured in place. On the
fifth postoperative day the wound was
cleansed and the sutures removed. The
wound had not healed well, but there
was no infection. This patient did not
complain about his foot, but emphatically
complained about the sudden inability to
open his mouth, chew food, and swallow.
His neighborly physician advised a dental
consultation. The patient’s family dentist
was a retired Lieutenant Colonel who had
served in remote parts of the world as “the
dentist”. In this civilian practice this dentist
had the most modern equipment, and our
patient with trismus revealed no pathology
in the oral and maxillofacial system. But
the dentist did remember that trismus is
seen in patients with tetanus. The dentist
also recalled the simple test to verify with
94% accuracy this life-threatening disease.
This simple chairside procedure can be
performed if you have an oral opening
wide enough (3 to 5 mm) to insert the
handle of a long, flat blunt instrument to
touch the posterior pharyngeal wall.
I repeat, if your patient has an oral opening
for a long-handle dental mirror, or a
spatula, that could touch the posterior
pharyngeal wall, the procedure can be
performed. Once the posterior pharyngeal
wall is touched, both masseter muscles
(bilateral) went into reflex spasm with
no gag response; this patient’s wound

is contaminated with Clostridium tetani.
This patient was referred to an infectious
disease specialist, who immediately
hospitalized him in an ICU unit. After a
stormy course, the patient was discharged
from the hospital, 24 days after admission.
Knowing this simple test, this dentist
probably saved the patient’s life.
Tetanus is a life-threatening infectious
disease and dentists save lives!
*Formerly:
1. Clinical Professor of Oral and Maxillofacial
Surgery, Virginia Commonwealth University
School of Dentistry, Richmond
2. Professor of Research, Adjunct Professor of
Medical Physiology, Director of Pre-Professional
Health Program; Chairman, Pre-Medical
Advisory Committee, The American University,
Washington, DC
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ADVOCACY

STOP THE FIGHT...
BEFORE IT STARTS

Dr. Bruce Hutchison, Chair, ADPAC; Chair, VADPAC
There is strength in numbers, both the
numbers of dentists contributing, and
the amount contributed. The VDA, with
the support of VADPAC, has successfully fought and won numerous legislative battles over the years. Every one of
these successes has made a difference in
how you practice dentistry every day. We
have redefined the definition of dentistry
(against the will of the medical community),
have fought for and won the procedure
of balance billing (against the will of the
insurance companies), have won and then
redefined the non-covered services procedures in Virginia (again against the will of
the insurance companies) and have, so far,
kept the issue of mid-level providers out of
the discussions in Virginia.
Yes, we have won these battles, but there
are more to come- the war against how
you practice dentistry is not over. Our
enemies, overreaching insurance com-

panies, groups trying to replace you, the
dentist, with a community college trained
dental therapist, and further governmental
regulations are still here. I actually get the
feeling that they are waiting for the right
moment to strike. Do you think they have
given up and will disappear? Or are they
getting ready to double down and come at
us even harder? I’m betting on the latter.
VADPAC, having money in the bank, is a
big deterrent. Those who want to make
a challenge in the Virginia legislature
will check the coffers of their anticipated
opponents. Those who want to change
dentistry in Virginia will check the coffers
of VADPAC. A healthy bank balance, and
money coming in, scares them away and
makes them think twice. They would rather
attack another state to get their way because other states may not have the man
power- or the money-to fight back. A strong
VADPAC and a willing-to-fight attitude

of the VDA and its members is the best
defense to those lying in wait, planning for
the right moment to destroy your practice.
Do you see that? Do you want that?
The choice is yours. Do nothing and see
what happens or be diligent, protect your
profession, your life’s work, and your
patients’ future heath care. Contribute to
VADPAC today. Stay in touch with your
state Delegates and Senators. Be their
source of information for all things concerning dentistry. They need to hear your
voice. They need to know... what they do
affects your patients and your ability to
care for them. Keep our PAC strong and
stop the fight before it even starts.
Do your part. Contribute to VADPAC today.
Consider your donation your dental practice insurance. Protect your investment
with a contribution to VADPAC today.
Let’s fight back!
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ADVOCACY

VADPAC UPDATE

Laura Givens, VDA Director of Legislative and Public Policy

Insurance companies having more
CONTROL of your practice? Mid-level
providers gaining a strong foothold in
Virginia? Smiles for Children program
changing from FFS to managed care?
If this is not your vision of a predictable
future…you must take political action now
for your profession and patients in 2018!
VADPAC is $90,405 away from reaching
the 2018 goal of $375,000. We must hit
our goal... If VADPAC does not get the
contribution support it needs from you and
your component colleagues, the VDA is
in danger of giving our political foes the

motivation to try an endaround on us during the
2019 Session in Richmond.
With many potential issues
coming down the pike, 2019
will no doubt be an important
General Assembly Session and we urge
all members to contribute to VADPAC –
don’t ride the coattails of others who give
year after year – step up and stand with
them. Review the chart below and see
how close your component is to reaching
its goal. We applaud Southside Dental
Society for their generous contribution and
their many individual contributions, which

has led them to surpass their goal. We
encourage our other components to follow
their example!
Have you made your 2018 contribution to
VADAPAC? If not, please visit
http://www.vadental.org/advocacy/vadpac
or contact Laura Givens at
givens@vadental.org or 804-523-2185 to
make your contribution today. Let’s make
2018 the strongest year ever!

TOTAL CONTRIBUTIONS: $284,595
AMOUNT NEEDED TO REACH GOAL: $90,405
2018 GOAL: $375,000
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VDA MEMBERS REPRESENT

ADVOCACY

AT THE 2018 ADA DENTIST AND STUDENT LOBBY DAY
Laura Givens, VDA Director of Legislative and Public Policy

The ADA held a combined annual
advocacy conference with the American
Student Dental Association (ASDA)
this past April and the attendance was
impressive: over 1,000 dentists, dental
students, state association staff and
other dental leaders participated. The
Virginia Dental Association had strong
representation with the following members
in attendance: Drs. Mark Crabtree, Terry
Dickinson, Sam Galstan, Dani Howell,
Ralph Howell, Bruce Hutchison, Rod
Klima, Benita Miller, Michael Miller, Justin
Norbo, Kirk Norbo, Elizabeth Reynolds
and Ted Sherwin. Students from Virginia
in attendance were Gauri Desai, Connor
Johnson, Ashley Pater and John Smith.
These member dentists and students
devoted much of their time away from
patients and school to attend this important
event and the VDA is very grateful for their
participation.
The issues and bills addressed this year
included the ADA’s response to the Opioid
Epidemic, Student Loan Programs and the
Higher Education Act, Action for Dental
Health Act, McCarran-Ferguson Repeal
for Health Insurance and the Dental and
Optometric Care Access Act of 2017
(DOC Access Act: H.R. 1606). For more
information on these issues and the status
of these bills, you may visit the ADA’s
website or contact ADPAC staff at 201898-2424.
Highlighted Issue: McCarran-Ferguson
Repeal for Health Insurance
In 2017, the Competitive Health Insurance
Reform Act, H.R. 372, passed the House
by an overwhelming majority. The ADA
and other stakeholders are continuing to

work on a Senate version of the bill and
hope to have a bill introduced soon. This
bill is narrowly drawn to apply only to the
business of health insurance, including
dental insurance, and would not affect
the business of life insurance, property or
casualty insurance, or any other similar
insurance areas. Repeal of the antitrust
exemption for health insurance companies
would help inject more competition into
the insurance marketplace by authorizing
greater federal antitrust enforcement in
instances where state regulators fail to
or cannot act. Promoting lower prices,
greater consumer choice, and increased
innovation through robust competition is

the role of antitrust laws.
When competition is not robust,
consumers are more likely to face higher
prices and less likely to benefit from
innovation and variety in the marketplace.
The VDA encourages members
to contact Virginia’s US Senators
(Senators Tim Kaine and Mark Warner)
and urge them to support repeal of the
antitrust exemption for health insurance
companies.
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SPECIALTY RECOGNITION
CONCERNS HIT VIRGINIA

ADVOCACY

Laura Givens, VDA Director of Legislative and Public Policy

Specialty recognition has been an issue at
the forefront for a few years largely due to
litigation that arose in Florida, Texas and
California. State Boards in those states
were sued by practitioners, challenging
specialty status. Due to the existence of
the American Board of Dental Specialties
(ABDS), which is a competing agency
for specialty recognition, the courts in
these states have ruled in favor of the
plaintiffs. These results conclude that the
ADA is no longer the authority on specialty
recognition.
This issue arose here in Virginia last year
when a petition was submitted to the
Virginia Board of Dentistry requesting that
they amend the restriction on advertising
dental specialties. The Board of Dentistry
voted to move forward with a fast-

track regulation that would amend the
regulations to appease this petitioner’s
request. This fast track action would not
provide much opportunity for further Board
discussion or opportunity for input from the
public.
The Board received several letters from
a myriad of dental specialists opposing
this action. During a Board of Dentistry
Regulatory-Legislative committee
meeting in March, it was apparent by
the large attendance of public members
that there were many concerns with the
fast-track regulation decision. During the
public comment period of the meeting,
11 individuals spoke in objection to the
fast-track action to amend the restriction
on advertising dental specialties. As a
result of the large number of individuals

on record in opposition (greater than ten),
the committee voted that this regulatory
action be withdrawn as a fast-track action
and that a Notice of Intended Regulatory
Action (NOIRA) be submitted to start the
standard regulatory process. This process
will now provide the Board sufficient time
to discuss these proposed amendments
in detail and the public will be given ample
opportunities to express their positions and
suggestions on the issue. This process
could potentially take up to two years. As
of the date this article was submitted, the
status of the NOIRA was waiting for review
at the office of the Governor. To review
details and updates on the NOIRA, you
may visit https://goo.gl/rj2pxv Members
are encouraged to express opinions during
the public comment period, which will
occur as soon as the Governor approves
and the NOIRA is published.

BECOME A VDA AMBASSADOR TODAY!
We are stronger
TOGETHER!
When you volunteer with the VDA
–taking on a role in the association,
mentoring other members, or serving

Get involved in the dental community, build relationships and
contribute to the continued success of your beloved profession!

BECOME A MENTOR

Dental students and practicing dentists are looking to
connect with and learn from experienced professionals.

the community at large through the
foundation–you’re more likely to
leverage the benefits of membership.
Become an ambassador and spread

WELCOME NEW MEMBERS

Help members become involved in our organization and
access its many resources by becoming an ambassador.

the gift of active membership with
other Virginia dentists!

ENGAGE EXISTING MEMBERS

Be a champion for the issues that matter most to you.
Help build consensus and protect the future of dentistry.
Contact Sarah Mattes Marshall, your Membership Advocate, to get involved.
Call (804) 523-2189 or email mattes@vadental.org.
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ADVOCACY

VDA COUNCIL ON GOVERNMENT AFFAIRS

Dr. Roger Palmer

In recent years, the VDA has heard
from numerous members regarding a
myriad of issues they were facing with
insurance companies and this led to the
formation of a the VDA Insurance Work
Group consisting of Drs. Mike Morgan,
Roger Palmer, Marcel Lambrechts and
Ted Corcoran, along with lobbyists Chuck
Duvall and Tripp Perrin. For over a year
now, this group has been working hard
to help address insurance issues that are
important to VDA members.
The group first requested that VDA
members submit issues with supporting
documentation to VDA staff. Many issues
were submitted and the group reviewed
and analyzed the complaints. Certain
issues were selected as possibly being
addressed by the VDA and there were
many issues that were deemed to be
outside the purview of the VDA. The group
has discussed how to address the several
issues and there were two issues that were
decided to be the highest priorities:
Silent PPOs and United Concordia’s
(UCCI) position regarding radiographic
evidence of bone loss in order to approve
benefits for scaling and root planing.
What is the Silent PPO issue?
Dentists' contracts with dental benefit
companies are being rented to other
networks with whom the dentist never
signed a contract. The process is known
as “Network Rental” or “Silent PPO.”
These rentals can take place without
the dentist’s knowledge or consent.
Additionally, some dentists have found that
their fee schedules in the new networks
differ from their original agreed upon
contract.
The ADA offered a webinar on June 26th
titled The Growing Impact of PPO Leasing

on Your Practice and it can be found
archived on their website. We encourage
members to view this webinar https://goo.
gl/GMQg4k
How does the VDA plan to address the
Silent PPO issue?
The Council on Government Affairs
supports pursuing new legislation to be
presented to the 2019 General Assembly
to address problems associated with
Silent PPOs. With the approval of the
VDA Board of Directors and then the VDA
House of Delegates, this legislation would
be introduced in 2019 and VDA members
will be called upon to help in these efforts.
How has the VDA attempted to address
the issue with UCCI?
The California Dental Association had
asked the ADA to enter into discussions
with UCCI for a variety of issues, including
the scaling and root planing denials. At
the request of the ADA, the VDA submitted
a letter to UCCI stating the VDA’s opinion
of their company’s position regarding
the scaling and root planing issue. The
intention of the discussion and our letter
is to persuade UCCI to change their
position on this without getting involved in
legislation or legal action. At the time this
article was submitted, no written change in
policy had been received from UCCI. The
VDA will continue to update members on
this issue.
Other Insurance Issues
A number of our members have
complained to us that they have been
audited electronically by insurance
companies and received letters that
our members felt were thinly veiled
accusations of fraud because their billings
were “outside the norms of their peers.”
Also, some dentists are not listed on

insurance companies’ websites because
they don’t accept the lowest paying fee
schedule.
We have had several conversations with
the companies and voiced our concerns.
While all of the issues were not resolved
to our complete satisfaction, we have
made some progress and we have open
communications.
Dentist’s Administering Flu Vaccine
At our January Committee Meeting, Dr.
Dag Zapatero presented a compelling
presentation regarding dentists providing
flu vaccinations in their offices. We formed
a work group consisting of Drs. Dag
Zapatero, Ray Lee, Rick Taliaferro and
Patrice Wunsch.
It seems that, even with pharmacies and
others proving flu vaccinations, not enough
people are being vaccinated to stem the
spread of flu epidemics. Because we see
basically healthy people and often more
frequently than physicians do, the dental
office could be an excellent place to
provide this service.
We have a number of questions that
need to be answered including insurance
coverage. We would also have to
introduce legislation to the Virginia General
Assembly in order for us to provide this
service.
Our work on the initiative is ongoing and
we will have a proposal to the VDA House
of Delegates at the Omni Homestead
Resort in September.
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VIRGINIA STRONG
M E D PRO GRO U P O F F E RS TH E S TRO N GES T D E NTAL

MALPR AC TI CE INS U R AN CE COVE R AGE IN TH E S TATE O F VIRG INIA .

400K+ MALPR ACTI CE
CASES HANDLED
NATI ONALLY

A ++ A .M . BE S T
F IN A N C IA L
S T R E N G T H R AT IN G

95% D E N TA L
T R IA L WIN R AT E
N AT ION A L L Y

A B ER KSH I R E
HATH AWAY
COMPANY

118+ YE A R S OF
S E RVIC E AC R OS S
P HYS IC IA N A N D
D E N TA L L IN E S OF
BU S IN E S S

79% OF N AT ION A L
D E N TA L C L A IM S
C L OS E D WIT HOU T
PAYM E N T

Why MedPro?
• Dental Advisory Board: National dental leaders influence every area of our business.
• Pure Consent to Settle: At MedPro, where state law allows, no case will ever be settled without your approval.
• Policy Options: Coverage types include Occurrence, Claims-made, and Convertible Claims-made.
• Value: Risk management discounts available.
• Strength: The #1 dental malpractice insurance carrier.
Take advantage of our unique coverage options and competitive pricing today.
703.930.2631

MARIA@BB-INSURANCE.COM

MEDPRO.COM

A.M. Best rating as of 7/14/2017. Total number of malpractice claims managed — MedPro Group internal data. All other claims data — internal data (2012-2016). MedPro Group is the
marketing name used to refer to the insurance operations of The Medical Protective Company, Princeton Insurance Company, PLICO, Inc. and MedPro RRG Risk Retention Group. All insurance
products are administered by MedPro Group and underwritten by these and other Berkshire Hathaway affiliates, including National Fire & Marine Insurance Company. Product availability is
based upon business and regulatory approval and may differ among companies. Visit medpro.com/affiliates for more information. ©2017 MedPro Group Inc. All Rights Reserved.
VDA Services is a service mark of the Virginia Dental Association. VDA Services is a program brought to you by the Virginia Dental Services Corporation, a for-profit subsidiary of the VDA.
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CASCADES GORGE TOUR
A CAN'T MISS HIKE

Dr. Michael Miller
As you likely know by now, the VDA
Virginia Meeting will be held again this
year at the Omni Homestead Resort, an
opportunity not to be missed if you are a
fan of beautiful accommodations, majestic
scenery, stimulating continuing education
and professional camaraderie. A few years
ago, I penned a short article in our journal
opining that a worthwhile way to spend
a few hours while at the Homestead was
to take the Cascades Gorge hiking tour
and guess what – the Gorge is still there!
The opportunity to hike it is there too, and
with any luck, the Homestead’s famous
hiking guide, Brian LaFountain will escort
you through some of the most pristine
sub-tropical scenery in the Appalachian
mountains while vigorously spewing a
plethora of hilarious, educational and
entertaining facts and folklore pertaining
to the surrounding fauna and flora in a
manner reminiscent of Robin Williams on
ADD medication.
La Fountain, part professional naturalist,
part thespian, has been guiding and
teaching at the Homestead for over 25
years, a vocation encouraged by his
father, a die-hard naturalist. The 2.5
mile hike through the twelve-waterfall
Cascades Gorge was frequently halted
by Brian setting up his outdoor classroom
and profoundly educating his students on
some fascinating aspect of a plant, animal,
insect or other natural or geophysical
phenomenon in his own Broadway-style,
humorous delivery that would predictably
set off a cacophony of laughter from his
personal peanut gallery. His variety of

prodigious bird calls elicited amazement
in the audience, and his lecture on the
dandelion (dent de lion),whose leaves
are part of the spring mix in our salads in
addition to the source of a widely used
Alzheimer's medication, gave us pause in
relegating this plant to level of a weed. I
will never forget how Brian showed us how
to make a whistle out of an acorn cap - the
smaller the cap, the higher the pitch- and
how this information, having been instilled
in a young boy’s brain, helped the boy
save his own life and that of a friend after
being lost in the woods.
There is no way to relate
the serene beauty, or the
sound of the waterfalls,
or the smell of the
wildflowers, or the feel of
the hundreds of mosquito
bites (just kidding, there
were no mosquitoes)
that one will experience
on the hike through the
Cascades Gorge. I will
say: take this threehour tour, and unlike the
S.S. Minnow (remember
Gilligan’s Island?), you
will not return “wrecked”
but instead re-invigorated
and ready for another day
at the Virginia Meeting.
Editor’s Note: Dr.
Miller practices oral and
maxillofacial surgery in
Richmond.
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THE OMNI HOMESTEAD RESORT

HOT SPRINGS, VA • SEPTEMBER 20-23, 2018

Fun and
Fellowship
at the
Virginia
Meeting.
18

WHY WE LOVE THE
VIRGINIA MEETING

“I went to an out of State school and
this allows me to meet my local peer
group in a fun setting. I also like the
CE and the golf tournament!!”
Dr. Marcel Lambrechts

“Love the Homestead and enjoy
learning from great speakers while
also enjoying the fun outings with my
friends. I also bring my family along for
the fun!”
Dr. Elizabeth Miller

“Our Virginia meeting has the quality
CE and exhibitors of a regional or
national meeting, but in a much
friendlier and congenial environment.
It’s just a FUN meeting, and I love
catching up with friends from all over
the state! Hope to see everyone at this
year’s meeting (especially President’s
Party)!!”
Dr. Benita Miller

“The VDA Meeting gives me the
opportunity to catch up with classmates
and friends from around the state.”
Dr. Melanie Love
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WHAT THE HECK IS A TPA...
AND WHY DO YOU NEED ONE?

Joseph A. Wiggins, Jr. AIF®, Founder, Chairman Emeritus, ACG
Let’s ask Siri. Or Alexa. Or maybe we’ll
Google “TPA”.
Okay, so Google says “TPA” means Tissue
Plasminogen Activator! And if you’re an
Medical Doctor… Tissue Plasminogen
Activator is the only thing TPA stands for!
Oh, but if you’re an attorney, it means Tri
Party Agreement… or is it Trade Practices
Act? But what if you’re a dentist? Every
dentist knows that TPA means Transpalatal
Arch! And if you’re a pilot, it means Tampa
International Airport!
Saving the best for last, if you’re the
President of the United States, it means
Trade Promotion Authority… a power
reserved specifically for the President of
the United States!
Will The Real TPA Stand Up Please!
You know what’s interesting? All the “TPAs”
mentioned above hold positions of great
importance narrowly associated with the
professionals Indicated. But with all due
respect, there is yet another TPA whose
activities impact nearly every working
citizen in America! Retirement Plan TPAs
(Third Party Administrators) are the glue
that holds together all the 401(k) plans,
pension plans, profit-sharing plans, ESOP
Plans, and every other qualified retirement
plan on which American workers depend
for a secure and dignified retirement.
If you are a business owner reading this,
and your company sponsors a retirement
plan, your best friend is a dedicated
retirement plan Third Party Administrator.
So what exactly does your TPA do for you?
Looking down from 30,000 feet, let’s
conclude that your TPA’s job is to help

keep your retirement plan in compliance
with all law and regulation to which it is
subject. That means ERISA and other
federal law and regulation, IRS rules and
regulations, Department of Labor rules and
regulations, and all other rules.
More specifically, your TPA’s tasks include,
but are not limited to, tracking all deposits
and contributions, investment trades,
earnings and losses, reconciliation of
all plan assets, confirming vested status
of participants, completing all required
compliance and non-discrimination tests,
determining who is eligible for a retirement
distribution, or a hardship, processing
loans to participants, preparation of benefit
statements, completing and filing the plan’s
tax return (5500 series), assisting with
qualified domestic relations orders… and
the list goes on and on.
Oh wow! What a specialty! If you’re a
business owner, how would you like to be
responsible for all that? Can you imagine
all the headaches you’d have without
a good TPA? Oh, and when Congress
decides to change the law (and they seem
to love to do so almost every year), your
trusted TPA steps in and advises you
what you have to do next to remain in
compliance with the new rules.
Oh, lest we forget perhaps the most
important TPA contribution of all. They
are the front line soldiers who are there
to assist you in designing and installing
your plan at the outset. Just think, to
know how to do that, they not only must
be expertly versed in all the business
types and objectives for even having a
retirement plan; but also be informed in the
entire spectrum of retirement plan design
options and provisions… so as to deliver
to you precisely that unique plan designed

tailored to meet the specific objectives you
established for your company.
Oh well, there are only an estimated
78,000 pages of law and regulations
governing retirement plans in the U.S.
Staying up late at night and up to date
with all this is just a piece of cake... Just
ask your favorite CPA or attorney friend if
they want to step into this role. (Oh, and
doesn’t it seem odd that the largest payroll
companies in America want to be your
TPA so that they can capture and manage
all the investments of your retirement
plan?) What is it they are specializing in?
Payroll? Investment management of your
plans funds – so that they can say their
TPA fees are dirt cheap? Probably not TPA
expertise!
So how do TPAs get paid for all this
expertise any way. Could it be they just
love the hard work to stay abreast of all the
law and regulations – and do it for free?
Since most business retirement plans are
“sold” by investment brokers, insurance
agents, mutual funds and others interested
only in capturing the investment revenue
from plan assets, in recent years there has
been a movement to claim that retirement
plans are a commodity and that fees for
TPA expertise should be nominal at most.
That works until the IRS or Department of
Labor knocks on the door for a plan audit
and discovers the countless oversights and
defalcations that have occurred because
someone other than a qualified TPA has
been “watching the store”. How valuable
is the TPA then? Ask around... Most
professional TPAs provide services for
reasonable fees disclosed in advance of
any engagement; and under Department
of Labor rules any fees that are paid by
the plan (and not the Plan Sponsor) are
required to be reported on a regular basis,
TPA - CONTINUED ON PAGE 26 >
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IATROGENIC ETHICAL
DILEMMA

James C. Burns, DDS, MSEd, PhD and Sarah H. Glass, DDS
Abstract: Clinical devices marketed as early cancer detection
tools may create unintended ethical dilemmas for oral health care
providers. Clinicians should rely on clinical assessments and
historical facts rather than an advertized methodology to determine
the need and timing of an oral biopsy.
We find ourselves in a litigious society
and, at the same time, in a culture filled
with aggressive marketing to dentists.
As a profession, clinicians strive to stay
current with an evolving body of knowledge
and to deliver timely, competent and
ethical dental care. Clearly we are aware
of the fraudulent practices of upcoding,
unbundling and double-billing. That said,
an often more subtle problem arises
with aggressive marketing practices.
Aggressive marketing including statements
such as “new standard of care” makes
professionals stop and ponder their own
practice philosophy. Today, oral health
care providers are at this intersection with
respect to early oral cancer detection and
assessment.
There are multiple techniques and devices
currently advertised for early detection of
oral cancer. Some use vital dyes while
others use chemiluminescence or direct
fluorescence of the oral cavity to reach
the goal of early cancer detection. Their
advertisements include statements like
“new standard of care” or “allows the
clinician to see more clearly than visual
examination.” Our first question with
these ads should always be: Are these
statements accurate or exaggerations?
Drs. Oh and Laskin evaluated the
efficacy of ViziLite and concluded, “There
appears to be no added benefit from
using chemiluminescent light rather than
incandescent light for subsequent oral
examination. The chemiluminescent
light produced reflections that made

visualization more difficult and thus was
not beneficial.”1 Clinicians are questioning
these advertisements and continue to
contribute to the body of evidence-based
research regarding these early detection
methods.
Surely there is no doubt that the classical
features of an advanced oral cancer are
not apparent in their early “innocuous”
phase of development. The fact that the 5
year survival rate has remained relatively
static over the last 50 years would argue
in favor of any method for early detection.
“Early” in the mind of some implies
an urgency to evaluate a lesion using
an advertised commercially available
“adjunctive early screening aid” which may,
in fact, lead to a premature biopsy. There
is a vast array of false positives with these
tests due to increased DNA production
during healing by secondary intention.
Toluidine blue may produce a false positive
with healing ulcers, recurrent aphthous
ulcers, and erosive lichen planus. Velscope
may produce a false positive with oral
melanotic macules, racial pigmentation,
nevi, amalgam tattoos, and hemangiomas.
Vizilite may produce a false positive with all
the mentioned conditions. There is a recent
69 page ADA article entitled “Adjuncts for
the evaluation of potentially malignant
disorders in the oral cavity, Diagnostic
test accuracy systematic review and
meta-analysis – a report of the American
Dental Association” that concludes the
following: “The main concerns are the high
rate of false-positive results and serious

issues of risk of bias and indirectness of
the evidence. Clinicians should remain
skeptical about the potential benefit of any
adjunct in clinical practice.”2 Currently, the
evidence does not support use of these
detection adjuncts.
If a clinician decides that microscopic
assessment of a lesion is ultimately
necessary, then a variety of acquisition
methods are available. A partial list
includes cytology, brush biopsy, laser
biopsy, electrosurgical biopsy and scalpel
biopsy. Cytology and brush biopsy are
routinely reported out with only one of
three possible results: NEGATIVE, no
malignant cells noted; SUSPICIOUS,
atypical cells noted; POSITIVE, malignant
cells noted. Literature encourages periodic
clinical observation for NEGATIVE, but
SUSPICIOUS & POSITIVE require a
biopsy. This assumes that the NEGATIVE,
SUSPICIOUS & POSITIVE are accurate
diagnoses. Truth is that a majority of these
reports are clustered as SUSPICIOUS.
This creates a dilemma for the clinician,
who now holds a patient report with the
word SUSPICIOUS and must decide
how to proceed. For example, how do
you perform a follow up biopsy on a
SUSPICIOUS lesion that has healed?
An expert panel recently published
an “Evidence-Based Clinical Practice
Guideline for the Evaluation of Potentially
Malignant Disorders in the Oral Cavity: A
Report of the American Dental Association”
which does not recommend cytology
for innocuous lesions or suspicious
lesions.3 Clinicians should not forget the
importance of asking patients questions
to identify frictional or traumatic etiologies
and the usefulness of waiting two weeks
for spontaneous healing of innocuous
lesions. A JADA article from 2007 lists
some reasons for an urgent scalpel biopsy
ETHICS - CONTINUED ON PAGE 26 >
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DID YOU KNOW?

A SERIES FROM THE VIRGINIA BOARD OF DENTISTRY

THE PRACTICE OF DENTISTRY
Did you know that general oral health education; recording a patient’s pulse, blood pressure, temperature, presenting complaint and
medical history; and conducting preliminary dental screenings in free clinics, public health programs or a voluntary practice are not
considered the practice of dental hygiene and dentistry?  
18VAC60-21-180 of the Regulations Governing the Practice of Dentistry
ADVERTISING DISCOUNTS AND OFFERS
Did you know that discount and free offers for a dental service are permissible
for advertising only when the non-discounted or full fee, if any, and the final
discounted fee are also disclosed in the advertisement?  
18VAC60-21-80.C of the Regulations Governing the Practice of Dentistry
MINOR PATIENT RECORD RETENTION
Did you know that a dentist shall maintain a complete, legible and accurate patient record of a minor child until the child reaches
the age of 18 years or becomes emancipated, with a minimum time for record retention of six years from the last patient encounter
regardless of the age of the child?  
18VAC60-21-90.A(1) of the Regulations Governing the Practice of Dentistry

Henry Schein® Professional Practice Transitions
knows how to keep a secret.
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TIPS FOR THRIVING...

IN TODAY'S WORLD OF HEALTH CARE
Dr. James R. Schroeder

There is no question that the management
and delivery of dental care is undergoing
an enormous metamorphosis. The
corporate business world has recognized
there are profits to be made by limiting
the dentist to delivery of patient services
(only), while leaving the important aspects
of practice management and growth to a
corporate entity. This is quite similar to the
path our medical colleagues traveled 20-30
years ago.
Insurance, heralded as a great boom for
dentists and patients in the early 1980s,
has drastically cut into the profit margin
and operational funding required for high
technology and qualified staff, all the
while delivering reduced fees for provider
participation. Corporate DSOs are bringing
powerful leverage to insurance negotiating,
marketing and business dealings - details
that are never touched on in our four-year
dental curriculum. As a solo practitioner
or small dental group, adjustments and
strategies must be made to remain on
the competitive edge, to attract and retain
patients and quality staff, and to thrive in
today’s diverse marketplace.
When I lecture or coach students and our
young colleagues, I am still extremely
excited about the future of our profession.
However, our toolbox needs to expand with
an understanding that we must develop
other levels of expertise never touched
on in dental school. More and more
dentists are asking questions, pulling out
new resources and strengthening a few
untapped skills.
The world looks very different to a 70
year-old compared to a 30 year-old with
$300,000 in debt. For the 30-year old
dentist, not everyone is designed to be
a CEO and dentist simultaneously. For

the 70 year-old, the question is more
about how much longer they will practice
and how will they exit this chapter of life.
Critical conversations are so important at
every stage to arrive at smart decisions
and positive outcomes. Seeking counsel
and coaching is mandatory. Fortunately,
most of us have discovered that we simply
don't know what we don't know.
Having worked with many practice
owners, I have consolidated a few tips for
sustaining a thriving practice - no matter
what stage of your career:
Look in the Mirror
Lifelong learning in leadership is required
if we are to practice our professional and
relational skills. Am I an effective leader?
Do I recognize my gaps? Am I limiting the
growth of my practice? These are tough
but important questions to answer. Failure
to do an honest self-assessment can be
a limiting factor in achieving a thriving
practice long-term.
Avoid the Mousetrap
Are you caught in the mousetrap? If
you are writing off 40 percent or more of
your production due to drowning in an
alphabet soup of severely reduced dental
insurance programs, stop! It may be time
to re-evaluate. Quality staff, necessary
equipment, and a decent salary for you
to take home can become very difficult
extending a 20 to 40 percent reduction of
fees. Healthy reimbursements and limited
controls may have been the standard in
the early 1980s, but fierce competition
between insurance companies seeking
contracts with employers, and failure of
dentists to recognize this downward trend
and take action has resulted in the dentist
drawing the short straw. For the most part,
the dentist has been put on the menu and

they are not at the table with the employer
and insurance company who are drawing
up the benefits and reimbursements.
Don't misunderstand me, insurance is a
benefit and we want to help the patient
achieve assistance, but patients’ needs
must come first. A dental policy is not a
medical policy. Practice growth and the
best recommendations for patients in order
to preserve and prevent the loss of dental
health often don't fit within the confines of
their insurance policy.
Doctors and staff have been brainwashed
that it is mandatory to discuss the
insurance box before the doctor’s
recommendations for their patient’s
best care. We are here to meet with
each patient’s needs and desires – not
their insurance provider. Is it possible
to escape the mousetrap since the big
piece of cheese has often been reduced
to crumbles? Absolutely, but it requires
leadership and a belief that patient
communications should be based on what
is best for the patient coupled with asking,
“How can we make it happen?”
Customer Service
Do patients choose you because you are
on their insurance list or because of word
of mouth and the exceptional service
or experience that you and your team
provide? Our communities are bursting
at the seams with the growing number of
dentists in every neighborhood. Serving
your patients in extraordinary ways must
happen on multiple levels and by multiple
people to build your base on patient
referrals.
Development
Did you know that, on average,
approximately 30 percent of office revenue
goes toward employee compensation and
TIPS FOR THRIVING - CONTINUED ON PAGE 26 >
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WHAT WILL POTENTIAL PATIENTS SEE WHEN THEY GOOGLE YOU?

Kelsey Leavey

Take a minute and think about the last time
you were in the market for a new service,
such as a new pediatrician. If you’re like
most people, your first instinct might be
to turn to Google, typing in something like
best pediatricians in your area.
Google recognizes there is value in
providing consumers information about
businesses relevant to their searches. But
there’s one big problem: Google doesn’t
have local experts on the ground to help
keep information up to date. This creates
an opportunity for you to help Google
market your business to potential new
patients through its Google My Business
(GMB) listing.

be on the lookout for your verification code
once you make the request.
Once you have access to your GMB listing,
you’ll be able to access Google Insights
for things like how many people request
directions to your business and how many
times your business appeared in Google
search results.
Assess what information is there, is it
accurate?
Half the battle with your GMB listing is
keeping your information accurate and

up to date. Google will notify you when
suggested updates have been made to
your page; do not ignore these emails.
Carefully review any requests that come
through. Here are things that you’ll want to
keep up to date:
•
•
•
•
•

Phone number
Address
Website
Practice Hours
Holidays/dates the practice is
closed

Creating your listing is only the first step in
making your practice searchable. Here are
five tips for maintaining and improving your
Google My Business listing.
Make sure your business is verified.
A recent study from Brandmuscle found
that fifty-six percent of local businesses
have not claimed their GMB listing. If you
fall into that fifty-six percent, you should
claim your listing as soon as possible.
When your business listing isn’t claimed
and verified, anyone can submit changes
to it, potentially impacting the accuracy
of things like the hours, phone number,
address and website that are connected to
your practice. Changes to verified listings
have to be approved by the owner, adding
a safeguard that protects the business.
Creating or claiming, and verifying your
GMB is straightforward (follow the steps
here – https://goo.gl/XxFgkF). Google
verifies most businesses by sending a
postcard through good old snail mail, so
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Add visuals.
Want to stand out from the pack? Upload
high-quality photos to your GMB listing.
Today’s smartphones have excellent
cameras, and high quality doesn’t mean
photos need to be taken on a highpowered camera or by a professional.
Adding photos of your practice and your
team can give potential new patients
insight into the culture of your practice and
set expectations for their first visit.
Use posts to give useful information to
set your practice apart.
One recent capability that is gaining
popularity among local businesses is
the ability to post updates to your GMB
listing, much like you would on Facebook
or Twitter. These updates stay live on
your page for seven days, giving you the
opportunity to highlight timely information
to Google searchers.
Here are a couple of content ideas to get
you started:
•
Practice events
•
Employee of the Month
•
Tips for parents during National
Children’s Dental Health Month
•
Volunteer work in the community
•
New technology/dental equipment
being installed
Be active in responding to questions
and reviews.
Whether you like it or not, online reviews
have become an important part of how
patients make decisions about where
they go for dental care. And with your
Google My Business listing, those reviews
are front and center, pulling in data from
Google, Facebook and Yelp.
Beyond a patient’s experience in your
dental chair, you don’t have much control
over someone posting a positive or
negative review once they leave your
office. What you can control is how you
respond. It is a best practice to respond
to every review that comes in, positive
and negative. Responding to positive
feedback with more than just a “Thanks!”
allows you to show off your personality and

Example of a VDA GMB posting

appreciation for patients who took time out
of their day to say something nice.
On the other hand, responding to negative
reviews is just as important. Deleting
negative reviews (unless they contain
personal information or are threatening
in nature) is never the right approach. In
responding to negative reviews, you want
to do two things: Show empathy and take
the conversation offline. Showing empathy
in these situations can be difficult, but
try your best to understand where the
reviewer is coming from. Often times,
negative reviews point out a breakdown
in customer service that easily can be
fixed, making the experience at your
practice better for future patients. Directing
negative reviewers to a phone number or

email where the conversation can take
place privately shows review readers that
you’re open to feedback.

For many potential patients, your GMB
listing will serve as their first impression
of your practice. And with a little effort,
you can turn a simple search result into
a successful marketing tactic for your
business.
Editor's Note: Kelsey Leavey is a public
relations and social media specialist at
The Hodges Partnership, a strategic
communications firm based in Richmond
that excels in public relations, content
management and social media. She can
be contacted at kleavey@hodgespart.com.
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and if fee changes occur, disclosed in
advance as well.
A Plan Sponsor should not retain a TPA
because he or she is the cheapest, or
because the TPA services are an add-on
to some other more primary service, like
payroll. Most business owners don’t drive
a Yugo to work; nor do they skimp on
professional services. That’s what makes
them successful in the first place.

A good TPA is a professional, just as is
a good CPA, or good attorney. And the
difference between a good one and a bad
one is a superior knowledge and years
of experience in all things ERISA and
related law and regulation. A measure of
their success is how error free they can
perform… thus eliminating the headaches
associated with plan management.

can decide now whether your TPA should
be a Tissue Plasminogen Activator, a
Transpalatal Arch, or the cheapest guy
on the block. Odds are, you’ll opt for
one of those dedicated ERISA experts
whose well rounded knowledge of ERISA
and retirement law is most likely to keep
the wolves away from your company’s
retirement plan. http://www.acgworldwide.
com/vda

So if you’re a business owner whose
company sponsors a retirement plan, you
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including positive nodes, numbness,
induration, red/white fungating ulcers,
etc.4 Otherwise, it may be prudent to allow
a little “tincture of time” for reevaluation
of seemingly innocuous lesions rather
than subjecting a patient to a rushed
and potentially unnecessary surgical
procedure.
It is possible that clinicians find themselves
in self-inflicted ethical dilemmas by the use
of these “adjunctive early screening aids”
and cytological lesion assessments. False
POSITIVE lesions noted by adjunctive
detection methods and suspicious
cytological reports can create difficult
ethical questions for dentists. Unlike
areas of medicine where clinicians have
to rely on detections methods such as
the pap smear and colonoscopies, oral
health care providers have the unique
ability to directly visualize the oral cavity.
Additional variables of the patient (age,
gender, and ethnicity) and the lesion
(high risk locations, color, texture,

morphology, and induration) are important
considerations during diagnostic work-up.
As always, excellent patient care starts
with an excellent head and neck exam.
Providing patient education of oral cancer
risk factors, researching the literature,
and asking questions are ways oral care
providers can do well by their patients.
Remember, if you have any questions,
your local oral pathologist is just a phone
call away. Our goal as oral pathologists,
identical to any dental health care provider
is serving our patients in an efficient,
effective and caring manner.
References
1. Oh, Esther S., and Daniel M. Laskin.
"Efficacy of the ViziLite system in the
identification of oral lesions." Journal of
Oral and Maxillofacial Surgery 65.3 (2007):
424-426.
2. Lingen, Mark W., et al. "Adjuncts for
the evaluation of potentially malignant
disorders in the oral cavity: Diagnostic test
accuracy systematic review and meta-

analysis—a report of the American Dental
Association." The Journal of the American
Dental Association 148.11 (2017): 797813.
3. Lingen, Mark W., et al. "Evidence-based
clinical practice guideline for the evaluation
of potentially malignant disorders in the
oral cavity: a report of the American Dental
Association." The Journal of the American
Dental Association 148.10 (2017): 712727.
4. Epstein, Joel B., et al. "A survey of
the current approaches to diagnosis and
management of oral premalignant lesions."
The Journal of the American Dental
Association 138.12 (2007): 1555-1562.
Editor's Note: Dr. Burns is Professor,
and Dr. Glass is Assistant Professor, Oral
Diagnostic Sciences, VCU School of
Dentistry
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benefits? Yet, reports are gloomy regarding
employee engagement at work. Do all
office members feel like they’re part of
the team? As leaders, we can heed this
information and be proactive with our team
by providing development plans, training,
mentoring or coaching. If you collect
$1,000,000 then $300,000 is going toward
your employees. What are you doing to
improve your return on the investment?
This investment can often yield a far better
return on your dollar than efforts in the
stock market.
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Application of these tips is not unlike
a patient treatment plan. Diagnosis,
skills required to implement the plan,
development of staged steps of staff
development, and measurement of
desired outcomes are all components for
consideration. There are many pluses we
can enjoy from the difficult challenges we
face in our industry. For those who want
to survive and thrive, the other option,
business as usual, isn’t actually an option
at all.

Editor’s Note: Dr. James R. Schroeder
practiced dentistry in Richmond for over
30 years and is the founder of Leadership
by Design, a practice consulting firm. If
you have questions or would like help
implementing a change in your office,
contact Dr. Jim Schroeder at 804-8975900. jim@drjimschroeder.com or visit his
website at www.lbdtransitions.com
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BOARD OF DENTISTRY

REPORT FROM JUNE 8, 2018 MEETING
Dr. Ursula Klostermyer

During the public comment session,
former Board member Dr. Charles Gaskins
presented the importance of a recently
published journal article.1 It discusses
the statistical significance of science,
ethics and practices that might be helpful
for the standard of care for Dental Board
decisions in the future. He was grateful
and thanked all board members for their
services.

A positive report came from Dr. Jamiah
Dawson about his enlightening experience
during his April 22-23 participation at the
American Association of Dental Boards
meeting. The Dental Boards compared
their organizational practices and what
could be improved. They are advocates in
shaping the future of dental practices.
He suggested the meeting is a great place
for networking.

Department of Health Professions Director,
Dr. David E. Brown, talked about the
difficulty for Emergency Room staff/doctors
to notify all previously prescribing doctors
through the PMP system (a prescription
tracking system) when a patient has
overdosed on previously prescribed
medications. A new and less time
consuming system should be introduced.

There will be small changes in the bylaws.

Board President Dr. John Alexander
stated that emergency regulations are in
the process to be developed. Dr. Omar
Abubaker, Chair of Oral and Maxillofacial
Surgery at VCU, is leading the team to
develop a system to properly dispose
opioids to prevent their accidental use.
A brochure will be developed to share
and educate the public as well as a plan
for space on the website where patients
can gain a better understanding of this
development.
1
Chambers DW. Evidence
Based Overreach. J Am College Dent.
2017;84(4):2-3

Periodically the board reviews the
guidance documents to determine
accuracy and consistency with current
legal provisions. The following documents
of guidance were reviewed: point:60-11 is
the guidance on completion of treatment
if a patient has not paid the fees. Even if
the fees have not been paid, emergency
care must be provided during the notice
period to make sure that the patient’s oral
health is not jeopardized or to stabilize the
patient’s condition.
Maybe most important might be the
practice of dental hygienists under remote
or general supervision. For example, when
are dental hygienists allowed to perform
fluoride application or administer topical
drugs under remote supervision? The
document 60-13 and paragraph 54.12722 states information/ clarification of
remote and general supervision of dental
hygienists – but some inconsistencies

were noted. It was discussed if the code
is in conflict with itself. It needs to be
clarified when general supervision is in
effect. A decision should be expected at
the next board meeting, to determined
if hygienists under direct or remote
supervision should be allowed to possess
and administer topical oral fluorides,
topical oral anesthetics, topical and
directly applied antimicrobial agents for
the treatment of periodontal pocket lesions
as well as other schedule VI topical drugs
approved by the Board of Dentistry.
Deputy Executive Director Kelley Palmatier
presented the Disciplinary Activity Report.
It is important for general dentists to know
when to refer a patient to a specialist
(a case of a broken file in a root canal
was presented). The question came up:
what is sufficient information in patients
records and what is acceptable billing
information, as lots of cases are dealing
with these above stated problems. Good
recordkeeping is the best defense in case
an inquiry should arise.
Dr. John Alexander will leave the Board of
Dentistry in his position as President and
we thank him for his services.
Editor’s Note: Dr. Klostermyer practices
prosthodontics in Richmond
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LET'S TALK ABOUT OPIOIDS
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HOW TO TALK ABOUT OPIOIDS WITH YOUR PATIENTS

With five million procedures each year,
wisdom teeth removal is one of the most
common out-patient procedures for young
adults – it’s also one of the first times a
person may be prescribed an opioid. An
American Medical Association report found
that after a tooth extraction procedure, 61
percent of 14-17 year olds were given a
prescription for opioids.
For the past three years, the Virginia
Dental Association has been focused on
training and educational opportunities for
dentists to reduce opioid prescriptions. As
parents schedule appointments for their
children during the summer break, opioids
may be a hot topic that your practice needs
to address.
If you are asked about the opioid crisis
by patients, a patient’s parent(s) or even
members of the community, here are a
few talking points you can use to guide the
conversation.
What role have dentists played in
addressing the opioid epidemic?
•
Historically, after a dental
procedure such as a tooth
extraction, patients would likely
receive a prescription. Today,
dentists are much less likely to
prescribe opioids. And when
a dental patient is given a
prescription, her or she is given a
lower dosage, and fewer tablets.
•
While dentists write a relatively
small percentage of opioid
prescriptions, they are the
main prescribers of opioids for
adolescents and young adults
aged 10 to 19, prescribing
31% of all opioids for this age
group. And because the brain
does not fully mature until a

person’s mid-twenties, this age
group is particularly susceptible
to addiction to opioids. That’s
why it was important for the
VDA to support continuing
education requirements, ensuring
dentists across the state are
knowledgeable about the risks of
prescribing opioids and the value
of pain management alternatives.
How common is it for a dentist to
prescribe opioids?
•
One of the more common
procedures that result in a
prescription for opioids is wisdom
teeth extraction. But for many
patients, over the counter pain
medication is sufficient for pain
management.
•
I encourage my patients and the
parents of younger patients to
have a thoughtful conversation
with me about these drugs
before and immediately following
a procedure. If opioids are
necessary, they should be limited
in dose and duration as much
as possible. I also help patients
understand the various side
effects of these medications,
including the risk of addiction
and the different ways to
properly dispose of any unused
medications.
Learn more about how you can make
an impact.
As a Virginia Dental Association member,
there are several valuable resources
at your disposal that will help you to
better understand how you can make a
difference in fighting the opioid crisis.

Archived Continuing Education
Webinars – covers the latest techniques
for prescribing opioids safely and
effectively https://goo.gl/8ZrXu1
FAQs on Opioid Prescribing from
the American Dental Association –
review frequently asked questions about
prescribing opioids for dental pain
https://goo.gl/fFGRBa
The ADA Practical Guide to Substance
Use Disorders and Safe Prescribing
– covers topics such as detecting and
deterring substance use disorders (SUD),
treating patients with SUD, federal drug
regulations and more https://goo.gl/xYYvdA
The Virginia Dental Association will be
announcing courses that qualify for
continuing education credits later this year.
Join the members only Facebook group to
stay informed https://goo.gl/hD5Qru
Editor's Note: Prepared by the VDA
Marketing Task Force, the Hodges
Partnership and Dr. Omar Abubaker

WHAT QUESTIONS SHOULD
YOU BE PREPARED TO
ANSWER FROM PARENTS?
What kind of pain is expected
with this procedure?
What are the risks associated
with opioid use for pain related
to the procedure?
If an opioid is necessary, what
should we do with any leftover
tablets?
Do you recommend any
measures to prevent abuse?
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PERIODONTAL ABSTRACT

Efficacy of collagen matrix seal and collagen sponge on ridge
preservation in combination with bone allograft: A randomized
controlled clinical trial
NATTO ZS, PARASHIS A, STEFFENSEN B, ET AL. | J CLIN PERIODONTOL. 2017; 44(6): 649-659
BACKGROUND: One of the serious
consequences of tooth extraction is
resorption of the alveolus that may create
aesthetic problems and compromise future
implant placement. In the first 6 months
following tooth extraction, 11%–22% of
the alveolar bone height and 29%–63%
of the alveolar bone width maybe lost
(Esposito et al., 2009; Hammerle, Araujo,
& Simion, 2012; Ten Heggeler, Slot, & Van
der Weijden, 2011; Wang & Lang, 2012).
Therefore, it is important to preserve as
much bone as possible at the time of
the extraction and to reduce subsequent
alveolar bone resorption to prevent
performing additional procedures needed
to regenerate sufficient bone for implant
placement and restorative procedures .
PURPOSE: The objective of this study was
to evaluate clinically and radiographically
the soft and hard tissue dimensional
changes after alveolar ridge preservation
using either collagen matrix seal (CMS)
[Mucograft®; Geistlich Pharma AG,
Wolhusen, Switzerland] or a collagen
sponge (CS) [HeliPLUG, 1 x 2cm, Integra
Life Sciences, USA] in combination
with freeze-dried bone allograft (FDBA)
following 4 months of healing.
METHODS: This study was a prospective,
randomized, parallel arm, single -centre
clinical trial of the addition of CMS or CS to
FDBA for alveolar ridge preservation.
STUDY POPULATION: Patients were
recruited from Tufts University School of
Dental Medicine (TUSDM) teaching clinics
from August to December 2015. After
randomization, 14 patients were assigned
to each group, and one extraction
and ridge preservation procedure was
performed for each patient. In all, 28 sites

30

were treated. All patients were able to
complete the study.
TREATMENT RENDERED: After sulcular
incisions without flap reflection, teeth
were extracted atraumatically utilizing
periotomes and extraction forceps
with care to preserve the buccal bone
plate and the surrounding soft tissues.
Following debridement, FDBA (Mineross,
Biohorizons IPH, Birmingham, AL, USA)
was rehydrated with saline for 15 min and
packed into the bony envelope at least to
the level of the palatal/ lingual bone plate.
Subsequently, the soft tissue borders of
the alveoli were de-epithelialized using a
diamond bur on a high-speed hand piece
under copious irrigation with water. A CMS
or a CS was then applied to cover the
margin of the extraction and secured with
monofilament non-resorbable horizontal
mattress and interrupted sutures.
RESULTS: A decrease in radiographic
bone height and width in both groups
was observed. There were no significant
differences in vertical and horizontal
changes between the two groups.
Horizontal bone loss in the coronal part
was less, but not significantly different,
in the CMS group (1.21 mm, 14.91%)
compared to the CS group (1.47 mm,
20.40%). A decrease in bone width at the
7 mm and 10 mm apical reference points
of 0.90 mm and 0.54 mm (10.22% and
5.94%) in the CMS group and 0.96 mm
and 0.57 mm (11.74% and 6.94%), in the
CS group was also observed. More vertical
bone reduction occurred on the buccal
aspect (0.30 mm in the CMS group and
0.79 mm in the CS group) than on the
palatal aspect (0.27 mm in the CMS group
and 0.49 mm in the CS groups).

There was a significant increase in gingival
thickness within the CMS group at the 4
mm reference point of 0.90 ± 0.90 (SD)
mm (p = .01) and only slight increases
at the 7 and 10 mm of 0.47 ± 1.16 (SD)
mm (p = .15) and 0.05 ± 1.62 (SD) mm
(p = .92) respectively. There was a slight
increase in gingival thickness in the CS
group at the 4 mm reference point (0.59
± 1.28 (SD) mm) and a slight decrease at
the 7 mm (0.23 ± 1.42 (SD) mm) and the
10 mm (0.13 ± 1.07 (SD) mm). Overall,
differences between the two groups were
not statistically significant for all clinical soft
tissue measurement variables.
CONCLUSION: Within the limitation
of this study, the use of CMS and CS,
when combined with FDBA, significantly
minimized ridge resorption in all
dimensions and maintained buccal soft
tissue thickness in sockets with a buccal
plate loss of <2 mm in comparison to
previously reported findings recorded after
tooth extraction without alveolar ridge
preservation.
DR. KIAN AZARNOUSH; RESIDENT IN
PERIODONTICS, VIRGINIA COMMONWEALTH
UNIVERSITY

SCIENTIFIC

DR. JOHN SVIRSKY
INSTRUCTIONS: What is your clinical impression of each of the following cases?
Answers are revealed on the next page.

CASE #1
A sixty year old white male
with a lesion of the tongue
that has been enlarging over
the last four months.

CASE #3
Firm painless lesion of the
upper lip that has been
increasing in size over the
last year.

CASE #5
Incidental finding.

CASE #2
A painful lesion on the palate
in a fifty-year-old female.
Patient is leaving tomorrow
for a trip abroad. What is it
and how would you treat?

CASE #4
Patient presented with a
numb lip.

CASE #6
Patient presented with
a dull ache.

PATHOLOGY PUZZLER - CONTINUED ON NEXT PAGE >
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SCIENTIFIC

< PATHOLOGY PUZZLER - CONTINUED FROM PREVIOUS PAGE

PATHOLOGY PUZZLER ANSWERS:
CASE #1

CASE #2

CASE #3

CASE #4

CASE #5

Case 1

The lesion was indurated and has the granular irregular surface texture to be worrisome. It
turned out to be a stage 2 squamous cell carcinoma. Squamous cell carcinoma accounts for
95% of all intraoral carcinomas.

Case 2

The clinical appearance was classic for intraoral herpes and since she was leaving the
country, systemic antivirals were prescribed. Since the lesions were already out, Valacyclovir
(Valtrex) 500 mg BID for 5-7 days was given to the patient. It would most likely go away with
or without therapy. However, the antiviral typically speeds up the process. The lesions respond
best if the antiviral is given in the prodromal stage.

Case 3

A firm painless mass in that location would most likely represent a benign salivary gland
tumor. Upper lip salivary gland tumors typically represent monomorphic adenomas.

Case 4

The numb lip suggests a malignancy. The size of the lesion (in the lower right quadrant), with
floating teeth and irregular border, adds to the malignant impression. This was a squamous
cell carcinoma that had invaded bone.

Case 5

The lesion has a bluish appearance and is circular without irregularity. If it were irregular, a
hemangioma could be considered. The appearance is typical of a gingival cyst of the adult.
This location is the second most likely. Gingival cyst of the adult typically occurs on the buccal
gingiva of the mandibular bicuspids and typically arises from the rests of Serres, which are
remnants of dental lamina epithelium entrapped within the gingiva.

Case 6

This patient was on bisphosphonates and this turned out to be MRONJ (medication related
osteonecrosis of the jaws).
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PERIODONTAL ABSTRACT

Increased levels of dissolved titanium are associated with periimplantitis – A cross-sectional study
SAFIOTI LM, KOTSAKIS GA, POZHITKOV AE, ET AL. |

BACKGROUND: The objective of this
study was to compare levels of titanium
dissolution in submucosal plaque samples
collected from healthy implants and
implants with peri-implantitis through a
cross sectional study. A multitude of factors
may lead to corrosion of implant such as
local acidification due to inflammation,
release of lactic acid by S. mutans,
and acidic fluoride solutions. Corrosion
products possess immunogenic potential
and may act as secondary stimuli for
inflammatory process in peri-implantitis
and may enhance bone resorption.
PURPOSE: To compare levels of titanium
dissolution in submucosal plaque samples
collected from healthy implants and
implants with peri-implantitis.
METHOD: A total of 30 patients (19
males and 11 females, aged 41-91 years
at the University of Washington) were
included in this study. Peri-implantitis
was assessed with probing depth (PD),
Bleeding on probing (BOP), plaque index
score, gingival index score, and number of
years of implant in function after loading.
Implants with PD greater than or equal to
5mm, BOP and/or suppuration, and bone
loss greater or equal to 2mm are classified
as diagnosed with peri-implantitis. Implants
with PD less than 5mm, no BOP, no
suppuration, and no radiographic bone

J PERIODONTOL. 2017; 88(5):436-442

loss are considered healthy. Laboratory
experiments were conducted to assess
titanium content in plaque samples using
ICP-MS (inductively coupled plasma mass
spectrometry) and DNA isolation and
quantifications. The analysis, to eliminate
confounding, normalized the amount of
plaque/site by using quantity of bacterial
DNA present.

CONCLUSION: A significant increase in
levels of dissolved titanium was detected
in submucosal plaque of implants with
peri-implantitis, compared with healthy
implants. Association between titanium
dissolution and peri-implantitis was seen in
this study.
DR. MENG HUAN LEE; RESIDENT IN
PERIODONTICS, VIRGINIA COMMONWEALTH

RESULTS: Thirty patients provided 40
implants; 20 healthy implants and 20
implants with peri-implantitis. Mean patient
age was 70.25 years in the healthy group
and 67.1 years in the peri-implantitis
group. In the healthy group, 50% of
implants were placed in females, and 80%
of the implants in peri-implantitis group
were placed in females. They recorded
8.12 years of function in health group and
7.95 years in peri-implantitis group. The
number of smokers and diabetics did not
significantly differ between groups. PD, PI
and GI were significantly greater in periimplantitis group. Plaque collected was
significantly higher in peri-implantitis group
than in healthy group. Titanium levels were
significantly higher in implants with periimplantitis compared to healthy implants.
Multilevel analysis with generalized
estimating equations show significantly
greater titanium levels in peri-implantitis
compared to healthy group even when
adjusted for smoking and years of implant
in function.

UNIVERSITY
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PERIODONTAL ABSTRACT

Identification and efficacy ranking of onset, progression and
resolution of experimental peri-implant mucositis at different
abutment surfaces: A randomized controlled two-center study
SCHWARZ F, BECKER J, CIVALE S, ET AL. | J CLIN PERIODONTOL. 2018; 45(4): 471-483
BACKGROUND: Human studies have
shown that that disease resolution
from plaque induced inflammation may
take longer than 21 days with dental
implants. Surface modifications of
transmucosal portion of implants such
as increasing hydrophilicity or addition
of microgrooved channels have shown
improved soft tissue attachment. Titanium
implants with laser microchannels at the
collar were associated with comparable
microbiological findings but improved
probing pocket depths (PD), aesthetic
outcomes and radiographic bone levels
when compared to control implants
exhibiting a machined collar. The
susceptibility to plaque formation and
the hygienic properties have not been
thoroughly investigated. Moreover, it
remains unknown whether a resolution
of clinical signs of inflammation at
experimentally induced peri-implant
mucositis lesions may be obtained when
the healing period is longer than 3 weeks.
PURPOSE: Therefore, the aim of this
clinical study was to assess the onset,
progression (21 days) and resolution (4
months) of experimentally induced periimplant mucositis lesions at differently
microstructured abutments (laser
microchannels vs. machined) in humans.
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METHODS: This study consisted of a
randomized, controlled, interventional
two-center study using parallel groups.
The final study population consisted of
28 healthy patients who each received
one implant and were randomly assigned
to healing abutments with machined
surface (control) and laser microgrooved
surface (test group). The study consisted
of three phases: Implants were allowed
to heal three months during (wound
healing phase, WP) , and exposed to
plaque for 21 days (Exposure Phase,
EP), and resolution phase (RP) was 16
weeks. Clinical measurements (mPI,
mGI, BOP and PD) were performed at
six aspects per implant (MF, F, DF, ML, L,
DL) points, immunological (MMP-8) and
microbiological measurements.

13.3% of the test and 7.7% of the control
implants, respectively. The frequency of
mild and severe inflammations increased
at RPw16 and amounted to 14.3% and
21.4% in the test and 38.5% and 15.4%
in the control group, respectively. Counts
for Tannerella forsythia, Campylobacter
rectus, Eikenella corrodens,
Capnocytophaga species markedly
decreased after plaque removal and
reconstitution of oral hygiene measures.
These positive effects could not be noted
for Parvimonas micra and Fusobacterium
species.

RESULTS: Both test and control
abutments were associated with a
comparable incidence of peri-implant
mucositis at Exposure Phase Day
21(EPd21) (60.0% versus 61.5%).
However, after a nonsurgical treatment and
reconstitution of oral hygiene measures,
the incidence at Resolution Phase 16
weeks (RPw16) was markedly lower at
control abutments (46.7% vs 15.4%). At
EPd21, it reached 86.7% at test and 76.9%
at control implants, whereas a severe
inflammation (>20 ng/ml) was noted at

DR. CHARLES STOIANOVICI; RESIDENT IN

CONCLUSION: The onset, progression,
and disease resolution of experimental
peri-mucositis were comparable for both
groups.

PERIODONTICS, VIRGINIA COMMONWEALTH
UNIVERSITY

PERIODONTAL ABSTRACT

Effect of abutment height on interproximal implant bone level
in the early healing: A randomized clinical trial
BLANCO J, PICO A, CANEIRO L, ET AL. | CLIN ORAL IMPLANT RES. 2018; 29(1):108-117

BACKGROUND: In the past, up to 1.5-2
mm of bone loss around implants during
the first year of loading was considered
normal. However, this thought process is
slowly being reversed with the introduction
of platform switching and an increased
level of importance placed on the quality
of the surrounding soft tissue. Current
research is now looking at other clinical
variables and patient characteristics that
may also have an effect on bone levels.
One such clinical variable is the dimension
of the healing abutment placed following
implant surgery.
PURPOSE: The aim of this randomized
clinical trial was to compare the effect on
the interproximal implant bone loss of two
different definitive abutment heights (1 and
3 mm) placed on bone level implants with
a platform switched design.
METHODS: Twenty-two (22) patients
received 44 implants (6.5–10 mm length
and 3.5–4 mm diameter) to replace at

least two adjacent missing teeth. Patients
were randomly allocated, and two different
abutment heights were used, 1-mm and
3-mm, using only one abutment height
per bridge. Clinical and radiological
measurements were performed at 3 and 6
months after surgery. Interproximal bone
level changes were compared between
treatment groups. Statistical analysis
was also performed to measure the
association between interproximal bone
levels and categorical variables (history of
periodontitis, smoking, implant location,
implant diameter, implant length, insertion
torque, width of keratinized tissue, bone
density, and gingival biotype).
RESULTS: Three months following
surgery, implants with a 1-mm abutment
had significantly greater interproximal
bone loss (0.83 ± 0.19 mm) compared to
implants with a 3-mm abutment (0.14 ±
0.08 mm). At 6 months, an even greater
amount of bone loss was observed
associated with implants with 1-mm

abutments compared to implants with
3-mm abutments (0.91 ± 0.19 vs. 0.11
± 0.09 mm). The analysis of the relation
between patient characteristics and clinical
variables with bone loss around implants
revealed no significant differences in any
variable except for smoking.
CONCLUSION: Abutment height is an
important factor to consider for maintaining
interproximal implant bone level in early
healing. Short abutments led to a greater
interproximal bone loss in comparison with
long abutments after 6 months. Smoking
was the only other variable to show a
significant difference in the amount of bone
loss.
DR. AMY REICHERT; RESIDENT IN PERIODONTICS,
VIRGINIA COMMONWEALTH UNIVERSITY
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PERIODONTAL ABSTRACT

Patient-reported and clinical outcomes of implant-supported
fixed complete dental prostheses: A comparison of metalacrylic, milled zirconia, and retrievable crown prostheses
BOX BH, SUKOTJO C, KNOERNSCHILD K, ET AL. | J ORAL IMPLANTOL. 2018; 44(1):51-61
BACKGROUND: Several prosthetic
materials can be used for the fabrication
of an implant supported fixed complete
dental prosthesis, the most well-studied
of which is the metal–acrylic (MA)
hybrid. With CAD-CAM technology, a
number of alternatives have become
feasible alternatives, such as retrievable
crown, monolithic zirconia and porcelain
veneered zirconia. Retrievable crown
(RC) prostheses involve cementation
of full coverage restorations onto milled
titanium or zirconia bars, which has been
suggested to allow for improved esthetics
and biomechanics. Monolithic zirconia
(MZ) has also become popular for the
fabrication due to its desirable chemical
properties, high mechanical strength,
and ability to be incorporated into a
digital workflow. Furthermore, esthetic
inadequacies of milled zirconia are often
corrected using a porcelain veneer (PVZ),
which has a tendency to chip and fracture.
PURPOSE: This study looked at four
different implant supported fixed complete
dental prostheses and their relationship to
oral health related quality of life and patient
reported outcomes. The aim of this study
compares all four-treatment modalities and
evaluated the incidence of complications
associated with MA, RC, MZ, PVZ and
the types of complications intrinsic to
each treatment. It also evaluates patient
satisfaction and oral health related quality
of life whilst assessing the relationship
between occurrence of prosthetic
complications and health related quality of
life.
METHOD: A total of 37 patients with 49
prostheses, including 22 MA,14 RC,7
MZ and 6 PVZ prostheses were recalled.
Patients that were assessed had to be in
the prosthesis for at least 1 year. Patients
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were excluded if the prosthesis they wore
was in service for longer than 70 months.
This was to reduce age of the prosthesis
as a confounding variable. Also excluded
were prostheses in occlusion with a
removable device. All prostheses in this
study opposed another implant-supported
fixed, complete dental prosthesis, natural
dentition or implant-supported removal
prosthesis.Each patient had to complete
a oral health impact profile, OHIP-49,
questionnaire and was interviewed to
assess satisfaction with the prosthesis.
An intraoral exam was performed and
prosthetic complications were assessed in
categories on biologic and prosthetics that
were technical and patient directed.
RESULTS: Implant complications were
evaluated based on different categories:
biological, prosthetic, and functional
complications. The biological complications
included implant failure, bone loss greater
than a third of the implant length and
radiographic pathology. The metal acrylic
group had one case with bone loss greater
than a third while the retrievable crown
prosthesis had three cases with bone loss
greater than a third.
Prosthetic complications included
replacement of the access plug, screw
loosening, fractured framework, marked
anterior wear, marked posterior wear,
fractured teeth and debonding of gingival
materials or crowns. Ten of 22 patients
showed marked posterior wear with
the metal-acrylic prosthesis. The most
common complication observed in the
retrievable crown prostheses included in
this study was chipping and or fracturing of
at least one restoration (occurring in 6 of
14 prostheses), all of which were porcelain
fused to metal restorations.

With regards to functional assessment,
patients who were dissatisfied with their
prosthesis felt their provider had not
listened to achieve the prosthesis they
desired. The findings from the patient
interviews confirmed that patients were
generally satisfied to very satisfied with
their therapy and thought their prostheses
‘‘looked great". Most patients (84%) felt
that chewing with their prosthesis was
satisfactory. Although patient interviews
reported favorable outcomes, results
indicated that these prostheses have an
impact on food selection, speech, and
patient-perceived difficulty in maintaining
oral hygiene.
Overall, monolithic zirconia had the lowest
complication rate while PVZ prosthesis
had the highest with 1 of the 6 being
completely complication –free.
CONCLUSION: This study showed
monolithic zirconia to have the lowest
incidence of complications and the most
common complication was wear of the
opposing arch. Patients were satisfied
with their prostheses regardless of
prosthesis design and rate/occurrence of
complications.
DR. KHIN MIMI SAN; RESIDENT IN PERIODONTICS
, VIRGINIA COMMONWEALTH UNIVERSITY

PERIODONTAL ABSTRACT

Effect of connective tissue grafting on peri-implant tissue in
single immediate implant sites: A randomized clinical trial
ZUIDERVELD E, MEIJER H, DEN HARTOG L, VISSINK A, RAGHOEBAR G. | J CLIN PERIODONTOL. 2018; 45(2):
253-264
BACKGROUND: Immediate implant
placement in the esthetic zone can be a
challenge as the soft tissue may recede/
remodel following the normal healing
course. Immediate implant placement
and provisionalization, combined with
connective tissue grafting, may preserve
the buccal mucosa level better around
dental implants and improve esthetic
outcome.
PURPOSE: This is a randomized
controlled trial that evaluated midbuccal
tissue level with or without connective
tissue graft (CTG) at time of immediate
implant placement in maxillary anterior
zone.
METHODS: This study was conducted by
an Oral Surgeon. Subjects were randomly
assigned to control vs test groups with
30 participants in each group. Maxillary
incisors, canines and first premolars were
extracted, and implants were placed
immediately. Regardless of patient’s
biotype, test group received CTG from
maxillary tuberosity area while the control
group did not receive CTG. All implants
were Nobel Active with diameter of 3.5
or 4.3mm and length of 15 or 18mm.
Patients were only included if the buccal
socket wall had a bony defect of <5 mm in

a vertical direction.Patients started taking
antibiotics (amoxicillin 500 mg, t.i.d. for 7
days or clindamycin 300 mg, q.i.d. for 7
days) a day before the operation. A 0.2%
chlorhexidine mouthwash was used twice
daily for 7 days. Teeth were extracted as
atraumatically as possible without raising a
flap.The implant site was prepared on the
palatal aspect of the alveolus.
Autogenous bone was harvested from
the tuberosity area and mixed with Biooss and placed around the implant gap.
Implants were placed 3mm apical to the
most apical aspect of the prospective
clinical crown. A screw-retained provisional
was fabricated and placed at 20 ncm
torque. The provisional was taken out of
occlusion. One implant in each group did
not osseointegrate, so overall success
rate was about 97% in each group. Three
months later, either a screw-retained, or
cement-retained restoration was fabricated
for the patient.

mm in the control group. There were no
significant differences between the groups.
Esthetics and patient satisfaction were also
the same whether patients received CTG
or not.
CONCLUSION: This one-year study
shows that when doing immediate implant
placement, it may be more beneficial to
place a CTG at the time of immediate
implant placement to prevent gingival
recession. This is regardless of gingival
biotype.
DR. PAYAM MATIN; RESIDENT IN PERIODONTICS,
VIRGINIA COMMONWEALTH UNIVERSITY

RESULTS: Midbuccal tissue level were
then assessed and compared at baseline,
1 month and 1 year after placement of the
final restoration. There was a significant
difference between the groups.There
was a mean gain of 0.1 mm in patients
receiving a connective tissue graft
compared to a mean recession of 0.5
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PERIODONTAL ABSTRACT

Furcation therapy with enamel matrix derivative:
Effects on the subgingival microbiome
QUEIROZ L, CASARIN R, DABDOUB S, TATAKIS D, ET AL. | J PERIODONTOL. 2017; 88(7): 617-625

BACKGROUND: Emdogain, a gel
containing enamel matrix derivative
derived from unerupted porcine tooth
buds, has been widely studied in the field
of periodontics. Emdogain functions as
a tissue healing modulator and is able to
stimulate regeneration by mimicking root
development. Emdogain has been shown
to improve outcomes of bone and soft
tissue regeneration, but there is not much
research on the effects of Emdogain on
the host microbiome. Therefore, this study
examined the changes in the subgingival
microbiome during regenerative
procedures with bone, Emdogain alone,
and Emdogain with bone.
AIM: To evaluate the responses of
subgingival microbiome to furcation
therapy of mandibular class II buccal
defects treated with beta-tricalcium
phosphate/hydroxyapatite (bone), vs
Emdogain (EMD) + bone, vs EMD alone
using high-throughput sequencing and
computational bioinformatics for bacterial
community characterization.
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METHODS: Thirty-nine patients with
mandibular Class II buccal furcation
defects were randomized to betatricalcium-phosphate/hydroxyapatite graft
(BONE group), EMD+BONE, or EMD
alone. Plaque samples were obtained from
furcation defects at baseline and 3 and
6 months post-treatment. Bacterial DNA
was analyzed using terminal restriction
fragment length polymorphism and 16S
pyrotag sequencing, resulting in 169,000
classifiable sequences to compare with
the Human Oral Microbiome Database.
Statistical comparisons were made using
parametric tests.
RESULTS: At baseline, 422 species were
identified from the 39 defects, belonging
to Fusobacterium, Pseudomonas,
Streptococcus, Filifactor, and Parvimonas.
Success was defined as gains in horizontal
and vertical clinical attachment levels,
reduction in probing depths, and furcation
closures. All three regenerative procedures
predictably altered the disease-associated
microbiome, with a restitution of health-

compatible species. However, EMD and
BONE+EMD groups demonstrated more
long-term reductions in a higher number of
species than the BONE group (P <0.05),
especially disease-associated species,
e.g., Selenomonas noxia, F. alocis, and
Fusobacterium.
CONCLUSION: Treatment of furcation
defects using Emdogain, with or without
bone graft, predictably alters a dysbiotic
subgingival microbiome. The addition of
Emdogain shows decreasing pathogen
richness, increasing commensal
abundance, and increasing the stability
of these changes over a 6 month period.
Further investigations are needed to
investigate how this impacts regenerative
outcomes.
DR. JILL BEITZ; RESIDENT IN PERIODONTICS,
VIRGINIA COMMONWEALTH UNIVERSITY

PERIODONTAL ABSTRACT

Effect of the combined use of enamenl matrix derivative and
atelocollagen sponge scaffold on osteoblastic differentiation
of mouse induced pluripotent stem cells in vitro
HISANAGA Y, SUZUKI E, AOKI H, ET AL.
BACKGROUND: Guided bone
regeneration can be a predictable
procedure depending on defect
morphology and goals of the procedure.
Intrabony periodontal defects, Class II
furcation defects, and horizontal ridge
augmentation have been shown to have
good predictability while vertical ridge
augmentation is still a less predictable
endeavor.
Advances in biologic materials may
provide advantages to increase the
predictability and achievable outcomes
of all of the procedures listed above.
The article presented here shows the
potential for the use of pluripotent stem
cells implanted into a collagen scaffolding
to be used for regeneration. The outcome
of this procedure can further be enhanced
with the use of enamel matrix derivative
(EMD). Given the results of this study,
further research in this direction is
warranted which may pave the way for
3-D printed collagen scaffolds implanted
with pluripotent stem cells and biologics to
regenerate atrophic ridges or periodontal
defects.
PURPOSE: To investigate the effect
of combined use of EMD and an ACS
(absorbable atelocollagen sponge) scaffold
on the behavior and differentiation of
miPSCs in vitro.

| J PERIODONT RES. 2018; 53(2):240–249

METHODS: Mouse induced pluripotent
stem cells (miPSC) were cultured in vitro
and transferred to a petri dish to form
embryoid bodies (EB). The embryoid
bodies were seeded onto an absorbable
atelocollagen sponge (ACS) with or
without Emdogain gel (EMD) for test and
control samples, respectively. ACS and
adherent cell morphology were evaluated
via scanning electron microscope (SEM).
Histological analysis was performed using
hematoxylin-eosin (H&E) stain and light
microscopy. Cell viability was assessed
seven days after seeding using an MTS
colorimetric assay. Expression of mRNA
of osteoblastic differentiation markers was
assessed by quantitative RT-PCR. Alkaline
phosphatase (ALP) staining intensity and
activity were evaluated. Mineralization
was assessed by von Kossa staining, and
calcium content was quantitated using
methylxylenol blue.
RESULTS: The miPSCs formed embryoid
bodies after 7 days of suspension.
Morphologically, both tests and controls
exhibited a 3D meshwork with deposition
but the EMD coated ACS showed
substantial homogenous deposition and
more pronounced extracellular deposits.
Both test and control groups were shown
to have clusters of cells infiltrating the
scaffold with no apparent difference
between the groups. No difference was
observed in cell viability between the

groups. Osteoblastic differentiation
markers, specifically Alpl, Sp7, Runx2,
Ibsp, and Opn were all significantly
increased in the EMD group while
Bglap was reduced. ALP staining, which
measures osteoblastic differentiation,
was more pronounced in the EMD group
throughout the 28 day period. The level
of Von Kossa staining, which measures
in vitro mineralization, was greater than
that of the control group at all time points.
Additionally, calcium content of cells was
significantly higher at all time points in the
EMD group.
CONCLUSIONS: Given the results of
the study, the use of an atelocollagen
sponge and EMD increases the level
of osteoblastic differentiation and
mineralization of mouse induced
pluripotent stem cells. Further study will
be needed to determine if this could be a
viable treatment option in humans.
DR. DENVER LYONS; RESIDENT IN
PERIODONTICS, VIRGINIA COMMONWEALTH
UNIVERSITY
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PERIODONTAL ABSTRACT

Comparison of accuracy between a conventional and two
digital intraoral impression techniques
MALIK J, RODRIGUEZ J, WEISBLOOM M, PETRIDIS H.
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BACKGROUND: Although the use of
elastomeric impression materials is
still considered the gold standard for
dental impressions, intraoral scanning
seems to have a number of advantages,
including increased patient and operator
satisfaction, reduced time, and the ability
to digitally store and retrieve information.
Interestingly, a recent randomized study
showed that these potential advantages
are not universal for all scanner types. Of
course, one of the most important aspects
of a digital impression is the degree of
accuracy compared to the conventional
technique. A number of studies have
demonstrated that intraoral scanning
can lead to fabrication of short-span
prostheses with equal or even improved
marginal and internal fit compared to
conventional impressions. However,
studies have also shown that for more
extensive restorations, conventional
impressions followed by extraoral scanning
are preferable and more accurate.

impressions fabricated using either a
conventional polyvinyl siloxane (PVS)
material or one of two intraoral optical
scanners.

PURPOSE: To compare the accuracy
(i.e., precision and trueness) of full-arch

RESULTS: Means and standard
deviations (SD) of deviations in precision

METHODS: Full-arch impressions of
a reference model were obtained using
addition silicone impression material
(Aquasil Ultra; Dentsply Caulk) and two
optical scanners (Trios, 3Shape, and
CEREC Omnicam, Sirona). Surface
matching software (Geomagic Control, 3D
Systems) was used to superimpose the
scans within groups to determine the mean
deviations in precision and trueness (μm)
between the scans, which were calculated
for each group and compared statistically
using one-way analysis of variance
with post hoc Bonferroni (trueness) and
Games-Howell (precision) tests (IBM
SPSS ver 24, IBM UK). Qualitative
analysis was also carried out from threedimensional maps of differences between
scans.

for conventional, Trios, and Omnicam
groups were 21.7 (± 5.4), 49.9 (± 18.3),
and 36.5 (± 11.12) μm, respectively. Means
and SDs for deviations in trueness were
24.3 (± 5.7), 87.1 (± 7.9), and 80.3 (±
12.1) μm, respectively. The conventional
impression showed statistically significantly
improved mean precision (P < .006) and
mean trueness (P < .001) compared to
both digital impression procedures. There
were no statistically significant differences
in precision (P = .153) or trueness (P =
.757) between the digital impressions.
The qualitative analysis revealed local
deviations along the palatal surfaces of the
molars and incisal edges of the anterior
teeth of < 100 μm.
CONCLUSIONS: Conventional full-arch
PVS impressions exhibited improved mean
accuracy compared to two direct optical
scanners. No significant differences were
found between the two digital impression
methods
DR. JOHN WHITE; RESIDENT IN PERIODONTICS,
VIRGINIA COMMONWEALTH UNIVERSITY

OUTREACH

INAUGURAL PORTSMOUTH MOM
PROJECT IN THE BOOKS
Dr. Clay Weisberg

The planning committee for the 2018
Portsmouth MOM was exceptional. They
eagerly accepted the responsibility of
finding funding, networking, coordinating
volunteers, communicating with local
government officials, and ultimately getting
the word out to potential patients. There
were many obstacles along the way but
the local team in coordination with the
Virginia Dental Association Foundation
(VDAF), Atlantic Dental Care, Access
Partnership and the City of Portsmouth
was able to help this idea come to fruition.
The many hours spent by the planning
committee felt justified when seeing
patients lined up around I.C. Norcom High
School at 4:30 a.m. on April 28, 2018. It's
especially exciting and humbling for an
event coordinator to pull up and see lines
wrapped around the event site.

Ultimately, 434 patients were
helped with access to care
by the amazingly skilled and
compassionate practitioners
which included many volunteers
from the VCU School of Dentistry.
The total value of care donated at
the event was over $401,000.
Like every project, it was an
amazing experience and did so
much good for the community.
This event held a special place in
the hearts of coordinators since
many of them were born and
raised in "P-town".
A special thanks goes out to the
donors and volunteers that made
this event a reality.

GAMBLING FOR A CAUSE
RICHMOND DENTAL SOCIETY
HOSTS CASINO
NIGHT
Richmond's dental community donned
their "fancy" attire and came out for
a night of casino fun located at the
Virginia Historical Society . Besides
being a night of camaraderie and
great food, the event raised significant
funds in support of local Give Kids A
Smiles® programs and the Virginia
Dental Association Foundation (VDAF).
Coordinators of the event call it a huge
success. This is the second year the
Richmond Dental Society has hosted
this event.
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EXTRA TIME AND ATTENTION

PITT, VCU STUDENTS PROVIDE DENTAL CARE AT
SPECIAL OLYMPICS
Jeff Elmer; Class of 2019, University of Pittsburgh School of Dental Medicine
Access to health care for individuals with
intellectual or developmental disabilities
(IDD) can be very difficult. Many of these
individuals have many health care needs
and require extra time and attention when
being treated. For families with individuals
with special needs, finding providers that
will take the time and effort to see them
can be difficult, especially when many of
these patients require complex behavioral
management skills. This can be very
taxing, frustrating, and time consuming for
those who care for these patients. Over
time, this has created a disparity and
a group of individuals who desperately
need care, but struggle to find it. From a
dental standpoint, for many patients with
special needs, it can be difficult to maintain
a normal, regimented routine to provide
basic oral hygiene. As we all know, a
decrease in oral hygiene leads to much
bigger problems.
The Mission of Mercy is an outreach
program whose mission is to conduct
projects in underserved areas where there
are not enough dental practitioners to
adequately address the oral health needs
of the community. Dental students from
VCU and the University of Pittsburgh had
the opportunity in June to join forces and
provided much needed dental care to this
so needing and deserving population.
While the Special Olympics were having
athletic competitions at the University of
Richmond, concurrently athletes had the
opportunity on their down time to walk
through different specialty areas to receive
care that many struggle to obtain. One of
these specialty areas was ‘Special Smiles’
and the Mission of Mercy, designed to
address any oral health care needs.
Students from the University of Pittsburgh
spend a portion of their time specifically
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learning about treating and caring for
patients with special needs. Third and
fourth year dental students actually
rotate through the Center of Patients
with Special Needs clinic for a hands on
learning experience. It is there where
most students really become aware of the
disparity among that population. There
are many of these patients that will drive
from neighboring states because there is
no other place where they can be treated.
And it is through experiences like that,
that remind students why they chose the
profession they did after potentially losing
sight of that through a grueling course load
at school. The event that occurred on June
9, 2018 on the campus of the University of
Richmond did exactly that; renew an inner
desire to serve and provide quality oral
healthcare to a very deserving and grateful
population of patients with special needs.
Not only was it great to work and provide
services for the special needs athletes,
but this event was a great opportunity
for students from two different schools

to intermingle. While one student served
as the primary provider, the other would
act as assistant. Students also rotated
through an intricate schedule to help in
areas such as sterilization, radiology,
triage, hygiene, restorative, and patient
runner, all the while forming new bonds
and friendships with students from another
school. This interaction could not have
been possible without the intermediary
help of Dr. Matthew Cooke who did most
of his studies in Virginia and currently
serves as part time faculty at VCU while
also being full time faculty at the University
of Pittsburgh. It has been a goal for him
to marry the two programs and this event
definitely served that purpose.
In conclusion, many thanks to Dr. Terry
Dickinson, Dave Pawlowski, Barbara
Rollins, Dr. Matt Cooke, Dr. Lynne Taiclet
and many others for their continued efforts
to bless the lives of others and making this
event possible for us as students to benefit
from, and also for the many athletes who
receive the care.

UNIVERSITY CONNECTIONS

SLEEP APNEA & THE DENTIST
WHAT YOU CAN DO

Amanda Toulme, Associate Editor; Class of 2019, VCU School of Dentistry
Did you ask your patients how well they
slept last night? Today, according to the
National Sleep Foundation, up to 18 Million
Americans currently suffer from obstructive
sleep apnea. People with sleep apnea can
have sleep disruptions of up to 40 times
per hour in severe cases. In recent years,
sleep apnea has emerged into the public
eye as a common and often undiagnosed
disorder. Now, sleep apnea is a frequent
topic for CE courses. However, some
patients do not know that dentists can help
them with their obstructive sleep apnea. In
fact, many patients are not aware of their
sleep apnea at all!
In your practice, you can screen patients
for sleep apnea using the STOPBang
questionnaire. On the STOPBang website,
patients can also screen themselves. For
adults, risk factors include presence of
loud snoring, tiredness, another person’s
observance of the patient gasping during
sleep, high blood pressure, BMI over 35,
age over 50, large neck size, and male
gender. Still, it is important for patients
and dental providers to remember that a
person may have sleep apnea and not fit
these characteristics.

congenital disorders. When children do
not have a sufficient night’s sleep, they
are more likely to have problems in school
and a lack of focus. Hence, ADHD and
behavioral issues go hand in hand with
pediatric sleep apnea.
Screening is key for identification of sleep
apnea. However, dentists cannot actually
diagnose obstructive sleep apnea. If
a dentist finds through screening and
an intraoral exam that a patient shows
signs of sleep apnea, he or she can
refer the patient to their primary care
physician or to a sleep medicine specialist.
Comprehensive diagnosis for sleep
apnea often includes a sleep study at a
specialized sleep center.
Why are dentists one of the most common
health care providers to identify a patient
with possible sleep apnea? During an
intraoral exam, signs of obstructive sleep
apnea can be made evident. If a patient’s
tonsils are not visible at all (and they were
not previously removed), there could be
airway obstruction present. Also, one of
the primary dental signs of sleep apnea is
attrition. Patients with sleep apnea often

have signs of bruxism. When the body
needs to awake from sleep due to a lack
of oxygen, the teeth clench and grind,
signaling the body to wake up. Over time,
the grinding leads to occlusal wear.
Although the dentist does not diagnose
sleep apnea, he or she can play a major
role in sleep apnea treatment. Dentists can
aid patients through fabricating specific
appliances that are alternatives to bulky
CPAP machines. One key appliance
that a dentist can deliver is a mandibular
advancement device. A mandibular
advancement device fits over the maxillary
and mandibular arches, with a hinge
linking the two arches. The appliance
pushes the mandible forward and helps
to open the airway. Another option is a
tongue retaining mouthpiece, which uses
suction to bring the tongue forward and
away from the airway. A dentist who offers
these appliances in his or her practice not
only does a service to patients in need,
but adds a valuable niche to their practice.
Some dentists even have practices that
distinctly specialize in sleep medicine.
Consider incorporating sleep apnea
treatment into your practice!

Sleep apnea is not just an adult problem.
At VCU School of Dentistry, we recently
introduced sleep apnea screening
questions into our health history form for
pediatric patients. If a parent answers that
their child is often fatigued or wakes up
suddenly multiple times a night, the dental
provider then completes a specific sleep
apnea screening form with the parent. This
screening form uses a child’s version of
the STOPBang questionnaire. Screening
questions include: presence of snoring,
tonsillar hypertrophy, obstruction (choking
or gasping), psychological symptoms such
as ADHD, neuromuscular disorders, and
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VOTE FOR YOUR ELECTED LEADERS

2018-2019

LEADERSHIP
CANDIDATES
PRESIDENT ELECT (ONE POSITION AVAILABLE)

DR. ELIZABETH
REYNOLDS

ADA DELEGATE (FOUR POSITIONS AVAILABLE)

DR. DAVID
ANDERSON

DR. VINCE
DOUGHERTY

DR. SAM
GALSTAN

DR. ELIZABETH
REYNOLDS

ADA ALTERNATE DELEGATE (FIVE POSITIONS AVAILABLE)

DR. DANI
HOWELL
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DR. JUSTIN
NORBO

DR. JANINE
RANDAZZO

DR. CASSIDY
TURNER

DR. JAMES
WILLIS

Vote Online at www.VADENTAL.org

DR. BRENDA
YOUNG

MEMBERSHIP

WELCOME NEW MEMBERS
THROUGH JUNE 1, 2018

Contact Sarah Mattes Marshall, Membership Advocate, to get involved.
804.523.2189 or mattes@vadental.org
•

•

•

•

Dr. Vincent Floeder – Norfolk –
University of Minnesota School of
Dentistry 2017
Dr. Joon Mitchell – Chesapeake
– New York University College of
Dentistry 2017
Dr. Mary Sorrentino – University
of Pennsylvania School of Dental
Medicine 2011

•

•

•

•

•

•

Dr. Kourosh Ghafourpour –
Newport News – University of the
Pacific Arthur A. Dugoni School of
Dentistry 1997

Dr. Keith Little – Midlothian –
University of Nebraska Medical
Center College of Dentistry 1981

•

•

•

•

•

•

•

•

Dr. Kathryn Aasen – Glen Allen
– University of Iowa College of
Dentistry 1997
Dr. Christopher Abernathy –
Richmond – Tufts University
School of Dental Medicine 2015
Dr. Courtney Adams –
Mechanicsville – Virginia
Commonwealth University School
of Dentistry 1997
Dr. Khalifa Alhaddad – Glen
Allen – Virginia Commonwealth
University School of Dentistry
2014

•

•

•

•

Dr. Kian Azarnoush – Richmond –
Tufts University School of Dental
Medicine 2015
Dr. Jill Beitz – Richmond
– Virginia Commonwealth
University School of Dentistry
2015
Dr. Carolyn Bradford – Henrico –
University of Connecticut School
of Dental Medicine 2017
Dr. Taylor Brown – Henrico –
Creighton University School of
Dentistry 2016
Dr. Emily Christofakis – Henrico
– Virginia Commonwealth
University School of Dentistry
2011
Dr. David Cole – Henrico –
University of Pittsburgh School of
Dental Medicine 2016
Dr. Brandy Edmonds – Richmond
– Virginia Commonwealth
University School of Dentistry
2016
Dr. Sarah Glass – Midlothian
– Virginia Commonwealth
University School of Dentistry
2014
Dr. V. Patrick Hall – Henrico –
University of Louisville School of
Dentistry 2015
Dr. Trevor Holleman – Glen Allen
– University of Nebraska Medical
Center College of Dentistry 2014
Dr. Jitendra Jethwani – Richmond
– Boston University Goldman
School of Dental Medicine 2017
Dr. Brittany Ko – Richmond –
University of California at Los
Angeles School of Dentistry 2015
Dr. Emily Kymer-Cheek –
Richmond – University of
Tennessee College of Dentistry
2016

•

•

•

•

•

•

•

•

•

•

•

•

•

Dr. Nicholas Luke – Richmond
– University of Iowa College of
Dentistry 2016
Dr. Payam Matin – Richmond
– Boston University Goldman
School of Dental Medicine 2011
Dr. Heather Moylan – North
Chesterfield – Louisiana State
University School of Dentistry
2016
Dr. Victoria Onesty – Richmond –
University of Maryland Baltimore
College of Dental Surgery 2016
Dr. Jefferey Olson – Henrico –
University of California at Los
Angeles School of Dentistry 2017
Dr. Steven Petritz – Glen Allen
– University of California at Los
Angeles School of Dentistry 2016
Dr. Adam Polinsky – Richmond
– University of Missouri-Kansas
City School of Dentistry 2016
Dr. Khin Mimi San – Richmond
– Virginia Commonwealth
University School of Dentistry
2019
Dr. Brian Schmitz – Richmond –
University of Pennsylvania School
of Dental Medicine 2016
Dr. Hammad Shere – Henrico –
Tufts University School of Dental
Medicine 2017
Dr. Cole Staines – Richmond –
State University of New York at
Buffalo School of Dental Medicine
2017
Dr. Charles Stoianovici –
Richmond – Western University
of Health Sciences College of
Dental Medicine 2015
Dr. Mei Tang – Richmond –
University of Pittsburgh School of
Dental Medicine 2014
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WELCOME NEW MEMBERS
CONTINUED

•

•

•

•

Dr. Bryan Wheeler – Richmond –
University of Pennsylvania School
of Dental Medicine 2014
Dr. Jason Wood – Richmond
– Medical University of South
Carolina James B. Edwards
College of Dental Medicine 2014

•

•

•

•
Dr. Frank Sherman – Bedford
– Virginia Commonwealth
University School of Dentistry
1995
Dr. Patrick Todd – Rustburg
– Virginia Commonwealth
University School of Dentistry
1997

•

•

Dr. Leander Lanier –
Christiansburg – Meharry Medical
College School of Dentistry 1981
Dr. Katherine Stuart – Marion
– Virginia Commonwealth
University School of Dentistry
2011
Dr. Chad Westfall – Abingdon –
West Virginia University School of
Dentistry 2008

•

Dr. Diego Andrade – Winchester
– Columbia University College of
Dental Medicine 2014
Dr. Tatiana Oliveira – Winchester
– Columbia University College of
Dental Medicine 2016

•

•

•

•

•

•

•

Dr. Daniel Dafo – Woodbridge –
West Virginia University School
of Dentistry 2012
Dr. Awan Kamil – Chantilly –
University of Florida College of
Dentistry 2017
Eleni Kanasi – Stafford – Boston
University Goldman School of
Dental Medicine 2011
Dr. Amandeep Kaur – Gainesville
– State University of New York
at Buffalo School of Dental
Medicine 2015
Dr. Santiago Rueda – Fairfax –
University of Maryland Baltimore
College of Dental Surgery 2005
Dr. Arundhati Sauparn – McLean
– New York University College of
Dentistry 2015
Dr. Zakiya Scott – Falls Church
– University of Maryland Dental
School, Baltimore College of
Dental Surgery 2007
Dr. Kayla Suah – Prince William
– LECOM College of Dental
Medicine 2016

Dr. Mohamed Arafa – Woodbridge
– Columbia University College of
Dental Medicine 2010

IN MEMORY OF:
Name			

		

City			

Date of Death

Age

Dr. Thomas Upshur			Lynchburg		October 21, 2017		103
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We Need Your Input
TO MAKE THE VDA THE BEST IT CAN BE.

While you can reach out for help at any time (that’s
why we’re here!) the annual Membership Survey allows
us to check in with our members and make changes
to the way we do things at the VDA. It also helps us
connect you with the resources and experiences you
want. Want to mentor a student? Want to get involved

with advocacy? Interested in leadership opportunities?
The Membership Survey is a quick way to make that
happen. Results from the 2017 survey are below. The
2018 version will go live at the 2018 Virginia Meeting,
September 19-23 in Hot Springs, Virginia. Keep a look
out for survey stations at the Meeting!

10 34 55
%

OF MEMBERS HAVE

COMPLETED THE SURVEY
SINCE SEPTEMBER 2017.

HAVE YOU?

%

%

SAY CE IS WHAT THEY

VALUE MOST FROM

THE VDA. WHAT DO

YOU VALUE MOST?

83 12 16
%

%

%

OF MID-CAREER

OF YOU WERE

FROM THE VDA.

INSURANCE CE.

STUDENT MENTORING

%

%

OF NEW DENTISTS

WANT PRACTICE MANAGEMENT

RESOURCES

PRACTITIONERS WANT

24 55

SAY THEY PREFER

SOCIAL EVENTS WITH

ISSUE-BASED
DENTAL SPEAKERS.

INTERESTED IN
OPPORTUNITIES.

WOULD PREFER TO PAY

THEIR DUES THROUGH
AN AUTO-RENEW PLAN.

DO YOU?
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VDA BOARD OF DIRECTORS
ACTIONS IN BRIEF - APRIL 13, 2018

1.
Approved:
A resolution that the VDA will collaborate with DMAS if they participate in the Dental Quality Network Pilot 		
			Program.
			
			
			

Background: The Dental Quality Network (driven by the ADA) will ask five states to do a pilot program to 		
up the game on Medicaid programs. Virginia DMAS has not yet decided if they will be one of the five. If 		
they do participate, the VDA needs to be willing to go into that collaboration.

2.
Defeated:
A resolution that the VDA is willing to sign the “Joint Statement from Health Care Stakeholders” received 		
			
from the Virginia Hospital & Healthcare Association.
			
			
Background: The Virginia Hospital & Healthcare Association recently sent a letter to the VDA requesting that
			
the VDA consider signing a letter in support of Medicaid expansion in Virginia.
3.
Approved:
			

Resolution that should conditions change, the Board is willing to reconsider signing the letter and will hold a 		
conference call or email vote as needed.

4.
Approved:
A resolution to approve Kittleman & Associates as the firm to conduct the search for the new executive 		
			director.
5.
Approved:
A resolution to set aside $80,000.00 for executive director search activities. The money will come from 2017
			excess funds.
6.
Approved:
			

A resolution that the VDA Board recommends $25,000.00 be set aside for use in Community Dental Health 		
Coordinator (CDHC) efforts. Funds to come from 2017 budget excess funds.

7.
Approved:
A resolution that Dr. Sam Galstan will be the VDA contact at the American Cancer Society HPV Round 		
			Table.
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Background: The American Cancer Society has had good results partnering with the West VA Dental 		
Association to increase cancer awareness by dentists talking to patients and getting involved. The American 		
Cancer Society, Southeast Region in Ashland, is holding a HPV Round Table and Dr. Sam Galstan is willing 		
to attend and talk to them about a partnership with the VDA.

8.
Approved:
			

The VDA/VDAF Memorandum of Understanding and the appointment of Dr. Tom Cooke to serve on the 		
VDAF Board of Directors.

MEMBERSHIP

AWARDS AND RECOGNITION

VIRGINIA DENTAL ASSOCIATION

Greatest Net Gain in
Membership
DR. BRUCE HUTCHISON

Jack Wilson Award
ADA Dentist and Student Lobby Day

and
Most Improved Active
Member Retention Rate
American Dental Association

DR. ZANETA HAMLIN

ADA Institute for Diversity in
Leadership
American Dental Association

VCU SCHOOL OF DENTISTRY/
VIRGINIA DENTAL ASSOCIATION
FOUNDATION

2018 Gies Award

American Dental Education
Association

DR. LORI WILSON

Appointment to VDA Board of
Directors
Virginia Dental Association
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Discover the Possibilities
VDA CLASSIFIEDS...your go-to resource for jobs and practice transitions.

ADVERTISE

WITH

US!

WE CAN HELP YOU

FIND A

JOB
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www.VDAClasifieds.org

Classifieds

VDA Classifieds allows you to conveniently browse and place ads
on the VDA website and in this publication. VDA Members can
advertise with VDA Classifieds for FREE. Nonmembers are also
welcome to place ads for a fee. Please visit vdaclassifieds.org
for details on advertising with us.

excited to find the right person for our
established practice.
Contact: Justin Norbo, 540-338-7325,
norbojr@gmail.com
5899 - Associate Dentist Part-Time
Immediate Opening
We are a busy and growing General
Dentistry practice, privately owned and
operated, in the Charlottesville, VA area!
We currently have a very diverse patient
population, and are seeing a big influx
of new patients! While being busy is
good, being too busy is not good for our
patients! We are seeking a part-time
associate to help handle our Restorative,
Hygiene Exams, and New Patient Flow!
Salary negotiable based on experience
and skills offered. Looking for someone
to join as soon as possible. Optional buy
in/partnership or transition of ownership
terms in contract! Don't miss out on this
great opportunity!
Contact: Jay Davis, 434-975-6181,
dentistrybydesigncville@gmail.com
5890 – Associate Dentist
Our established practice is looking for
dental associate with minimum 3 years
clinical experience or 2 years post GPR/
AEGD. This is full time position and require
excellent communication skills. Doctor
will be handling restorative, endodontics
and minor surgery. Interested candidates
should forward resume with cover letter to
jobs@ridgetopdental.com.
5903 - Associate Dentist with Buy-in
opportunity
Our office is located in very fast growing
Purcellville, Virginia. We are seeking a full
time associate dentist with the opportunity
to buy-in and become partner. Patient care
and ethics are of the utmost importance
in our office and we are seeking someone
with the same philosophy. We prefer a
candidate who has completed a GPR or
AEGD program but not a necessity if given
the right person. A CE driven and team
player is also very important. We are very

5904 – Part Time Williamsburg Dentist
DENTIST OPPORTUNITY PART-TIME
We are seeking a caring general dentist to
join our practice. Large, well-established
client-centered office looking for the right
person who wants to be part of a team
of true professionals. Our practice has
a modern, progressive atmosphere with
an outgoing multi-talented staff. State-ofthe-art freestanding building/facility in a
growing, upscale new town center. Want
to spend time raising your family and
work at your convenience? Semi-Retired
and looking for a chance to keep up with
practice and technology? Experience
with endo and surgery preferred. Visit us
at www.newtowndentalarts.net Contact
us with your CV and Cover Letter at
opportunities@newtowndentalarts.net.
5905 – Williamsburg Dentist Full Time
Immediate Opening
Dentist Opportunity Full-Time Immediate
Opening Williamsburg, VA Enthusiastic
Associate wanted for thriving, modern
general practice. Looking for a teammate
dedicated to excellent patient interaction
and possessing top-notch technical
skills. Large, well – established clientcentered office looking for the right person
who wants to be part of a team of true
professionals. Our practice has a modern,
progressive atmosphere with an outgoing
multi-talented staff. Paperless, digital, etc.
The right candidate will have GPR, AEGD
or equivalent experience with proficiency in
endo and surgery. An outgoing personality,
attention to detail and leadership abilities
a must. This is an opportunity of a lifetime
in a wonderful location! Visit us at www.
newtowndentalarts.net If you are up for the
challenge of a fantastic practice, contact
us with CV and cover letter opportunities@
newtowndentalarts.net.

5910 - Williamsburg Endodontist
ENDODONTIST OPPORTUNITY State
of the art, high tech, high touch large
multi-specialty general practice seeks
endodontist to treat our patients in our
office one day per week. Our current
practitioner is moving out of state.
Microscope and trained staff available
to you Visit www.newtowndentalarts.net,
then reply with your CV and Cover Letter
opportunities@newtowndentalarts.net
5924 – Part-Time Associate
Twenty plus years, mostly fee-for-service
general dental practice is looking for a
part-time associate dentist in Stafford.
AEGD, GPR or some advanced training
with at least two years of clinical
experience required. Must be VA licensed
and plan on transitioning to full-time
position. Contact: Malika, 540-657-0867,
jobs@raifamilydental.com
5927 - General Dentist - Blacksburg VA
Want to help run a state of the art,
brand new everything General Dentistry
Practice in Blacksburg VA? You will step
into a busy practice with an existing,
loyal patient base. Our family practice is
seeking a full time (4-5 days per week),
motivated associate general dentist. Buy in
opportunity a possibility after a successful
associateship. Our private practice is
paperless, fully digital, and fully staffed with
support personnel and two experienced
doctors. We provide the ultimate in quality
general dentistry to the entire family. Our
office offers a competitive guaranteed
base salary plus the ability to earn
additional income through a compensation
package based on productivity. Enjoy the
beautiful New River Valley of Virginia while
practicing dentistry in a family-oriented
setting. Contact: Jay Bass, 540-553-1162,
jay@jaybass.com
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opportunity with an opportunity for practice
ownership please apply and give interview
availability. Contact: Jay Davis, 434-9756181, dentisrybydesigncville@gmail.com
5932 - Excellent Opportunity for General
Dentist in Leesburg VA
Excellent Opportunity for General Dentist
in Leesburg, VA Our office in Leesburg, VA
is looking for an experience general dentist
to share our patient load. Our mission is
to do exceptional dentistry using state of
the art technology that helps us manage
our patient’s comfort, time, and health as
we would manage it for our own families.
Our practice needs an experienced dentist
that understands customer service, is
timely, friendly and always has the patients’
best interest at heart. We look to create
lifelong trusting relationships with all of our
patients. If you value the same things and
are looking for a suburb of DC in Loudoun
County Virginia that still has a home town
feel to work in, please apply. This is a
perfect opportunity for a doctor who likes to
do some or all of the following ; IV sedation
or even use of nitrous oxide , perio surgery,
ortho (or any type of tooth movement) or
removable prostho, pediatric dentistry, or
endo but this opportunity in no way only
encompasses these aspects of dentistry.
There will be plenty of restorative to do
as well. We currently have 8 operatories,
with three full time hygienists on staff. We
utilize cone beam technology and E4D
equipment. We are a paper free office that
uses Dentrix software. I am looking for
someone who wants to establish a long
term relationship with the practice and our
patients. The ideal person will have an
excellent varied skill set, gentle touch, and
great communication skills. Compensation
is a base salary with a tier incentives.
Please contact Melody
melody@leesburgdentist.com with CV info.
5944 - Associate Dentist with
Ownership Opportunity
Charlottesville, VA! Our state-of-theart dental practice is searching for an
experienced Dentist with excellent
communication skills to join our team.
The ideal candidate for this position has
worked with patients of all ages, is able to
treatment plan and treat competently on
their own, and is committed to the highest
quality of patient care. Those who are
qualified and looking for a long-term career
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5959 - Full/Part Time Dentist with
Partnership opportunities
Looking for an experienced general dentist
with experience in all aspects of General
Dentistry. We will consider partnership
opportunity to the appropriate candidate.
We have one practice in Chester and
another one in Colonial Heights, we are
in the process of starting a third practice
soon. State-of -the -art facility with
excellent experienced staff. Great benefits
and salary. Please send your resume.
Immediate opening.
Contact: Dr. Varkey, 804-874-2333,
richmonddentist@gmail.com
5962 - Part Time Dentist
Established Dental Practice looking to add
a Dentist 2-3 days per week to our busy
Mechanicsville location. Compensation
based on experience. Please submit CV to
smileamerica1@yahoo.com
5965 - Associate Dentist Needed
Newport news/Gloucester/Hampton our
offices are located three busy places.
We are seeking full time and part time
dentists. Prefer candidate with excellent
clinical skills and proving quality tender
loving care. The great opportunity to
learn ortho, implant, and quality office
management through highly trained staff.
Competitive salary with good benefits
includes 401K and health insurance in
addition to continuing education fees and
malpractice insurance. If this interests you
please call Julie 757-593-5052 or mail to
jjychung1961@yahoo.com
5967 - Associate Dentist for Loudoun
Co., VA
Seeking a Dental Associate for a Once In
A Career Opportunity- Are you a bright,
motivated, goal oriented, Team player
looking to become part of a cohesive, hard
working, fun-loving Office? We are a busy,
established and highly regarded dental
practice in Loudoun County looking for a
long term Associate to find their forever
home. We pride ourselves on providing
high quality, precision care in a fast-paced,
warm and friendly environment. This is not

a DSO job where you’re just a number.
Working with us requires a Team spirit,
positive energy, willingness to work hard
and have a great day every day! You will
provide comprehensive treatment in all
aspects of general and cosmetic dentistry,
extractions, root canals, implants and
more, using state-of-the-art equipment in
a supportive and educational environment.
Your daily focus will be providing excellent
dental care and building long-lasting
relationships with each patient. You will
receive highly adept clinical support as
you work along side our long standing
clinical and hygiene Teams. We provide
a competitive salary and Bonus structure,
with a comprehensive benefits package to
include: Medical insurance, Disability, 401K
with Match, vacation time, CE assistance,
and Corporate and Community Events.
AEGD or GPR residency preferred, or two
years private practice experience required.
Military Veteran dentists encouraged to
apply. If you want to become part of our
amazing Team send your CV and cover
letter to: dentistryinLoCo@gmail.com
5971 - Practice Dentistry at the Beach!
Work in a beautiful island oasis! Our dental
practice is located on Chincoteague Island,
VA near the Virginia/Maryland border of
the Eastern Shore. Chincoteague is close
to the nation's capitol, with just a short
drive to Philadelphia and New York, or
down to Nags Head and Myrtle Beach.
Chincoteague has been voted among the
"15 Coolest Small Towns" and our beaches
have 5-Star reviews on Trip Advisor.
Our patients are some of the friendliest
people you will meet, making working
"just another day in paradise"! Morrison
Dental Group is a comprehensive, and
established general dentist practice
founded in 1992 offering patients
outstanding treatment and customer
service. Our Chincoteague location was
started five years ago and now it is a
full-time practice where the right dentist
will walk into the office and be BUSY from
day one!! Earning potential of up to 200K
per year while providing a conservative
approach to dentistry! This position has
opportunity for growth and community
involvement serving Chincoteague Island
and the Eastern Shore. Enjoy practicing
with the latest technology including digital
extra oral radiography as well as short

term corrective orthodontics in our state
of the art office. We offer a group practice
setting with many opportunities to serve
patients. We are looking for a motivated
general dentist with excellent interpersonal
skills. We also have a dedicated staff that
is second to none and are highly trained!
Contact: Alison Morrison, 757-719-2237,
amorrison@morrisondentalgroup.com
5973 - Full Time Associate Dentist
Charlottesville, VA! Our state-of-theart dental practice is searching for an
experienced Dentist with excellent
communication skills to join our team.
The ideal candidate for this position has
worked with patients of all ages, is able to
treatment plan and treat competently on
their own, and is committed to the highest
quality of patient care. Those who are
qualified and looking for a long-term career
opportunity with an opportunity for practice
ownership please apply and give interview
availability.
Contact: Jay Davis, 434-975-6181,
dentistrybydesigncville@gmail.com
5975 - Part Time Associate Dentist
(Thurs/Fri/ some Saturdays)
General dentists needed to join our
team. PT position for Thursdays, Fridays,
alternating Saturdays -Patient-centered
practice offers modern equipment, digital
records/radiographs, friendly staff, and
convenient location. Requirements:· VA
Dental License, BLS/CPR Certification,
DEA Number Salary: $400.00 to $700.00/
day. Contact: 757-898-0845,
victorydental@verizon.net
5982 – FT/PT Dentist
Looking for an enthusiastic associate to
join our team in a growing dental office
in Ruther Glen , VA. Please send CV to
Susan: sbmafd@aol.com
5992 - Full Time Dentist Blacksburg, VA
Our busy practice in Blacksburg, Virginia
is looking for a full time dentist to step
into a busy schedule! We have a modern
office, comprised of 10 operatories, with
an eleventh that could be finished when
needed. Our growing team currently has
four full time hygienists and one part time
hygienist along with two doctors (one
full time and one part time), in addition
to experienced assistants and business

staff to help with everybody’s success!
We are searching for a conscientious
and motivated dentist that is comfortable
working on patients of all ages. Being
competent in extractions is also a plus.
The ideal candidate is looking for a long
term match and works well in a team
setting. The position would be 4-5 days a
week and includes benefits. There is no
better place to call home than Blacksburg,
as we have “city like” benefits due to
venues at Virginia Tech, and the proximity
to mountains and the New River Valley.
Contact: bburgdentaljob@gmail.com
5996 – DENTIST (Hampton)
Busy Hampton, VA office is actively looking
for a full-time or part-time Dental Associate
that provides excellent general dentistry.
This candidate must be a friendly, outgoing
and a motivated General Dentist with at
least 2 years of experience, a team player
and ready to work! Great earning potential!
Must have an active Virginia License. Our
state-of-the-art dental practice is searching
for a skilled and experienced Dentist with
excellent communication skills to join our
professional team. The ideal candidate for
this position has worked with patients of
all ages, is proficient in performing regular
checkups and complex dental procedures
and is committed to the highest quality of
patient care. Those who are qualified and
in search of a long-term career opportunity
in a cutting edge practice are encouraged
to submit an application today. Diagnose
and provide appropriate dental treatment
to patients, including regular cleanings,
root canals, surgical extractions, implants
and cosmetic dentistry -Educate patients
and parents of patients on maintaining
proper oral health -Communicate with
dental staff on our team regarding patient
treatment plans -Prescribe medications
as necessary -Carefully document all
medications, diagnoses, treatments and
consultations -Supervise the work of
professional, technical and administrative
staff. Contact: Please forward your resume
to familydentistry11@yahoo.com or call
202-909-3675 ASAP!

5997 - Associate Dentist Williamsburg,
VA
Our general dental practice is looking
to add a full time or part time Associate
Dentist to our team. We are looking
for someone with at least 2 years of
experience, who has an active Virginia
License and who is a team player. We
work together as a team to give our
patients the best possible experience while
offering them the highest level of care. Our
practice is technology forward featuring
same day CAD/CAM crowns, a CBCT, and
paperless charting. If you are looking for a
general dental practice that has the latest
that dentistry has to offer and want to work
in a strong team environment; then we
would like to hear from you.
Contact: Nick Kline, 717-215-0606,
williamsburgsmiles@gmail.com
5999 - Associate Dentist (Part-time)
Busy Dental office in Williamsburg,
VA seeking a part-time Associate
Dentist for 1-2 days a week. Gentle
touch, caring disposition and quality
dentistry required. Email of fax resume:
fiscellafamilydentistry@hrcoxmail.com or
(757) 253-0400
6000 - Associate Dentist-Waldorf, MD 25
miles from DC
Every patient is different — at Fusion
Dental, we get that. That is why our fullservice practices provide comprehensive
quality care for the entire family. Fusion
Dental has 7 practices conveniently
located to Greater Washington DC,
Maryland and Virginia. We offer all the
services and specialties to maintain a
healthy smile including preventative care,
hygiene/cleanings, general dentistry,
orthodontics/braces and Invisalign,
oral surgery, endodontics/root canals,
cosmetic dentistry/veneers, implants,
crowns, bridges, partial dentures, complete
dentures, teeth whitening/bleaching, and
pediatric/children's dentistry. Our goal is to
help our patients maintain healthier mouths
for overall good health. Contact Kate
Anderson at kateanderson@amdpi.com to
learn more.
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Endorsed by:

All your reviews. All your listings. One portal.

Demandforce Choice Plus

Take control of your online reputation
with this new comprehensive suite:
Intelligent Reviews

Get more published reviews on top sites from good
experiences and private feedback from poor ones.

Multi-listing Management

View all your listings and respond to all your reviews on
Google, Yelp, Facebook and more - all in one place.

Competitor Dashboard

Easily compare your business’ ratings, reviews, and
promotions to top competitors.
*Product view may vary depending
on business size and industry

Ready to see a demo?

Call 877.360.3869 or visit go.demandforce.com/VirginiaDental

Protecting your patient
information is our #1 priority.
Excel Micro is ready to partner with Virginia dental professionals
by providing you with HIPAA compliant email security solutions.
We are committed to safeguarding your patient health information with:

EMAIL SECURITY | EMAIL ENCRYPTION | EMAIL ARCHIVING
Excel Micro is an award-winning company that offers industry-leading email
expertise backed by best-in-class customer service. We provide secure email
solutions for dental offices across the country.

Make sure that your patient information is secure and that you’re
doing all you can to protect yourself against financial risk.
CALL EXCEL MICRO TODAY.
Rick Carr 877-466-7726 ext. 6602
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rcarr@excelmicro.com

a

Global company

excelmicro.com

x-rays. Open four days a week. $650,000.
Contact: FamilyTeeth@outlook.com

6004 - Superstar Dentist Needed in
Midlothian
Full/Part time Dental Associate needed.
2 years of experience is preferred but
resumes for candidates with residency
will be accepted. We are a FFS, high-tech
general office that performs all aspects
of dentistry at an unrelentingly high level.
Candidates must be self-motivated to
learn and committed to excellence, high
moral values and team development.
Associates are expected to perform molar
endodontics (we can help develop this skill
if necessary). Compensation will begin with
a daily guarantee through a "trial period",
then restructured to a percentage of
collections. Please respond to our ad with:
1) Resume 2) Recent areas of continued
education 3) Favorite type of music
Contact: Diana, 617-359-7969,
midlodentist1@gmail.com
6005 - Awesome Associate Dentist! DC
Metro Region
Full or Part time Dental Associate needed
for awesome office in Reston. Excellent
opportunity for a self-motivated dentist.
2 years of experience is preferred but
resumes for candidates with residency
will be accepted. CEREC and CBCT
are center points of the office. Will be
expected to treat molar endo (Mentoring
will be available if necessary in learned
but unpolished areas of dentistry).
Compensation will begin with a daily
guarantee through a "trial period", then
restructured to a percentage of collections.
Please respond to our ad with: 1) Resume
2) Recent areas of continued education
3) Favorite type of music. Contact: Diana,
617-359-7969, restonvadentist@gmail.com

5946 - Practice For Sale - Shenandoah
County
Well established GP practice for sale
in beautiful Shenandoah County. Stand
alone bldg. with large lot, next to Shopping
Center. Fully equipped and chartless. Four
chairs with area for expansion. Digital

5949 - LANDMARK PRACTICE FOR
SALE Norfolk VA
A must-see opportunity! This practice is
an ideal satellite or start up for a recent
graduate or dentist looking to go out on
his/her own. Over $700K in collections,
5 operatories and a doctor willing to
remain on part-time to ensure a successful
transition. This practice has been a
landmark for quality dental care for over
30 years! Outstanding caring staff will
help you manage this busy office. Find out
more, email Jim Schroeder at
info@lbdtransitions.com
5950 - PRACTICE FOR SALE Bon Air/
Midlothian VA
Doctor is retiring after many successful
years at this well-established office in
charming Bon Air. This is a highly sought
after area to raise a family - excellent
school systems, nearby nature trails/river,
University of Richmond, well-established
residential neighborhoods with young
families. Four fully equipped operatories
in a beautifully appointed office with ample
parking. Approximately 1,100 sq. ft.,
clinical collections over $450K and strong
hygiene revenue of $228K. Long-term
dedicated staff will stay with new doctor to
help with smooth transition. Interested?
Email info@lbdtransitions.com
5951 - IDEAL STARTUP PRACTICE FOR
SALE Williamsburg VA
Successful dentist is retiring and opening
up an extraordinary opportunity for
young dentist wanting to start his/her
own practice! Enjoy modern equipment,
including cone beam and CT machine
and al large active patient base to take
over with ease! Currently producing over
$200K open with less than 2 days a week!
Contact Jim Schroeder for details at
info@lbdtransitions.com
5952 - WATERFRONT DENTAL
PRACTICE West Point VA
Need a lifestyle change? Run a productive
dental practice in beautiful West Point,
near the water! You’ll take over a
successful practice that’s chartless,
modern and currently only operates on an
abbreviated work schedule of just 3 days

a week with collections over $498,000!
This is great for someone wanting a more
balanced lifestyle - or someone wanting
to grow this practice into full-time. Call Jim
Schroeder for details or email
info@lbdtransitions.com
5953 - CHART ACQUISITION FOR
DENTAL PRACTICE Newport News VA
Generate immediate income for your
practice!! This well-established practice
has over 700 active patients. Retiring
dentist is currently collecting $200K+
working an abbreviated schedule.
Opportunity to take over practice or
acquire patient charts and acquire new
patients with strong referral program.
Interested? Email info@lbdtransitions.com
5954 - CHART ACQUISITION OR
PRACTICE SALE Blackstone VA
Practice has strong active patient base
of over 1900 patients and collecting
$260K with 2 operatories. Full of history,
practice location is about 35 miles west
of Petersburg in rural Nottoway County,
best known for its proximity to Fort
Pickett, a busy, progressive training center
used by both military and non-military
organizations. Interested? Email info@
lbdtransitions.com
5990 - RARE GEM * 12 Treatment Room
multi million Dollar GP Practice:
Currently a three Dentist Practice with one
retiring and the remaining two Dentists
to stay and work for the buyer. Fantastic
location and endless potential for even
more growth truly make this a one of a kind
opportunity. Please go to
www.commonwealthtransitions.com and
register as a buyer to learn more.
6003 - Associate Leading to Buyout Williamsburg, VA
Active general dentistry practice in
Williamsburg, VA. 1700 sq. ft. dental
office. Five treatment rooms - expandable
(plumbed) to eight if needed. Opportunity
to purchase 6800 sq. ft. building for rental
income in addition to practice. Owner will
finance over years with proper financials.
Seller will transition to new dentist over
a limited period of time. High quality
practice with no aggressive treatment of
patients. Send Resume/CV to PO Box
1199 Williamsburg, VA 23187.
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Need to fill position ASAP! Job Type: Fulltime Salary: $40.00 to $50.00 /hour
Contact: Jay Davis, 434-975-6181,
dentisrybydesigncville@gmail.com
5902 - Full Time Hygienist Needed
We are looking for a self-motivated,
hygiene superstar to join our team! Must
be a licensed RDH for the state of VA,
efficient in adult hygiene, and able to work
well with a hygiene assistant to maximize
your time and production. We already have
a great patient base, and staff, and are
just looking to bring on help to handle the
increased flow of New Patients! Certified
for local anesthesia is a plus, but not
required. Health Insurance, Paid time off,
and Paid Holidays! Contact Jay for more
info! Job Type: Full-time Salary: $35.00 to
$45.00 /hour
Contact: Jay Davis, 434-975-6181,
dentistrybydesigncville@gmail.com
5920 - Part time, temp, full time
Hygienist
Searching for the gentle dental hygienist
who fits our established Dental Family
of staff and patients. We will consider
full, part-time or temporary applicants.
Four-day work week 8-5pm, nice working
conditions. Contact: Judy, 434-974-6492,
Krasmussendmd@yahoo.com
5926 - Bilingual (Spanish) Dental
Assistant
Join a growing Community Health Center.
We are seeking 2 Part-time Bilingual
(Spanish) Dental Assistants. Experience
preferred, but willing to train. Must be x-ray
certified. Contact: Sarah Hersh | 804-6492119 | Shersh@dailyplanetva.org
5945 - Full Time Hygienist To Join
ASAP!
We are looking for a self motivated,
hygiene superstar to join our team! Must
be a licensed RDH for the state of VA,
efficient in adult hygiene, and able to work
well with a hygiene assistant to maximize
your time and production. We already
have a great patient base, and staff, and
are just looking to bring on help to handle
the increased flow of New Patients!
Certified for local anesthesia is a plus,
but not required. Paid Holidays, Vacation,
and Health Insurance reimbursement!
Production/Collection bonuses as well!

56

5947 - Dental Hygienist
Sapon and Swisher Dental in
Charlottesville, Virginia is looking to hire
a part time Hygienist that may turn into
a Full Time Hygienist. We provide dental
services to a large patient base. We have
a modern office and will be relocating from
our current office into a brand new State
of the Art building. We have a great team
with over 14 employees. We provide an
amazing benefit package. Please check
out our website: www.saponswisherdental.
com This would be a great position for a
new grad that is looking to be able to start
working in a great office. Please send your
resume to brad@swisherdentistry.com
5986 - Part-time Dental Hygienist Petersburg, VA
We are a growing, small, and patientoriented general practice in Petersburg,
VA seeking a friendly and experienced
part-time dental hygienist who can provide
proficient and personal care. We pride
ourselves on providing a schedule that
allows individual attention to patients and
comprehensive treatment by our hygienist.
This position will be open in early July. We
are looking for someone to work two days
out of either Monday, Tuesday or Thursday
(Wednesdays are a shorter workday),
with the potential to increase in the future.
We currently have office hours Monday
and Thursday from 8:00 AM - 5:00 PM,
and Tuesday, 7:30 am - 4:30 PM. Please
respond with your available days, cover
letter, resume, references, and hourly
salary requirements. Thank you.
Contact: Susan St. George, 804-861-5237,
PCDC23805@gmail.com

5907 – Office Space for Sale –
Alexandria
1096 sq. ft. size, ample free parking condo
for sale. Contact: Richard or Donna, 703780-9118, dickfioruc@aol.com

5985 - Practices for Sale Henry Schein
Professional Practice Transitions
Fauquier County General Dental Practice
For Sale- in picturesque Piedmont
region where horses graze and wineries
abound!!! Live, work, and play!! Great
starter or satellite location!! 2 ops, 1000
sf, Digital X-ray, Part-time practice.
Priced to Sell!! Revenue around $300K.
R/E - condo available. For details contact
Henry Schein Professional Practice
Transitions Consultant Donna Costa,
856-988-567 ext 3 or donna.costa@
henryschein.com. #VA156 Fairfax County,
VA- Exceptional opportunity located in a
general office building (mixed healthcare
and businesses). Extraordinary practice
provides high-quality general and
restorative dentistry. Practice is paperless
and fully digital. I/O cameras, digital x-ray,
digital panorex, and all ADEC treatment
chairs. For details, contact Henry
Schein Professional Practice Transitions
Consultant Krista Butler, 919-622-8339,
krista.butler@henryschein.com. #VA152
5998 - Condominium Office For Sale Alexandria
4 operatories, 2 plumbed, 2 partially
plumbed. Reception room, business
office, lab, private bathroom, storage
room, private entrance. Office entrance
in front of elevator. Four floor medicaldental building with very large parking lot.
1097 sq. ft. Located close to Mt. Vernon
Hospital. Contact: 703-765-7014

5989 - ADA Hawaii - Condo Available
Lovely, convenient 2 bedroom, 2 bath time
share unit with full kitchen available Mon
Oct 15 - Mon Oct 22 at the Royal Aloha
Vacation Club in Waikiki for $2100. Perfect
for the ADA meeting! See details at: https://
www.rci.com/resort-directory/resortDetails?
whichTab=resortDtls&resortCode=0082
Contact: William Griffin, 757-869-1731,
williamgriffindds@gmail.com
6006 - X-ray unit for sale
Wall mount Gendex GX-770 X-ray unit for
sale. Good Condition. $1,500. Neg.
Contact: Walter, 757-595-6778,
wagibb@verizon.net
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Services
VIRGINIA DENTAL ASSOCIATION

VIRGINIA
MEETING
Virginia Dental

PEER REVIEWED MEMBERS-ONLY BENEFITS
A S S O C I A T I O N

By utilizing the VDA Services endorsed vendors, VDA members can enjoy the peace of mind that comes with using recommended
companies, take advantage of special benefits and receive discounted pricing all while supporting the VDA. Since 1997, VDA Services
has been pleased to provide over $3.2 Million in funding to the VDA, VDAF, VCU School of Dentistry and others.

ENDORSED PRODUCTS AND SERVICES
ACG
acgworldwide.com/vda
(800) 231-6409

BEST CARD
BestCardTeam.com
(877) 739-3952

LEADERSHIP BY DESIGN
lbdtransitions.com
(804) 897-5900

SOLMETEX
solmetex.com
(800) 216-5505

ASSOCIATION GLOVES AND SUPPLIES
vdaservicesgloves.com
(877) 484-6149

CARECREDIT
carecredit.com/dental
(866) 246-9227

MEDPRO GROUP
medpro.com
(703) 930-2631

TSI
tsico.com/virginia-dental
(703) 556-3424

BANK OF AMERICA PRACTICE SOLUTIONS
bankofamerica.com/practicesolutions
(800) 497-6076

DEMANDFORCE
go.demandforce.com/
VirginiaDental
(877) 360-3869

PAYCHEX
paychex.com
(800) 729-2439
Use Code 5648

US BANK
adavisa.com/36991
(888) 327-2265 ext 36991

iCORECONNECT
iCoreConnect.com/vda
(888) 810-7706

PROSITES
prosites.com/vda
(888) 932-3644

B&B INSURANCE
bb-insurance.com
(877) 832-9113

VDA Services is a service mark
of the Virginia Dental Association.
VDA Services is a program brought
to you by the Virginia Dental Services
Corporation, a for-profit subsidiary
of the Virginia Dental Association.

Credit Card Processing

®
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Website Design and Marketing

Clearly the leader in amalgam separation

